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BY THE COUNCIL ON PHARMACY AND CHEMISTRY 


lhe Dreatnent of 


ANTHRALIN, a derivative of chrysophanic acid, 


possesses important advantages over chrys- 
arobin for the treatment of psoriasis. It is 
more effective than chrysarobin, less toxic, 
and less likely to produce either direct skin 
reactions, or constitutional reactions result- 
ing from absorption from the skin. When 
used on scalp or face in the recommended 
concentrations, Anthralin is also less likely 
to cause conjunctivitis than chrysarobin. It 
produces much less skin discoloration. @ 
Anthralin is also useful in the treatment 
of ringworm, fungus lesions, dermatitis 
seborrhoeica, pityriasis rosea, alopecia 
areata, and mycotic skin infections. 
@ Treatment with Anthralin should be 
started on a small area with the 0.1% cream 
or ointment, the strength of the preparation 


being gradually increased if tolerance per- 
mits. The 0.5% concentration is optimal, 
but the 1% ointment may be required in 
obstinate cases. Applications are usually 
made twice daily until lesions begin to 
involute; then once daily. Anthralin Oint- 
ment is available in concentrations of 0.1%, 
0.25%, 0.5% and 1% in 2-0z. tubes. Anthra- 
lin Cream is supplied in 0.1%, 0.25% and 
0.5°% strengths in 2-0z. tubes. ABBOTT 
Laboratories, North Chicago, Illinois. 
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TO PLACE MORE PENICILLIN 


HEN the great need for Penicillin developed, it was natural 
that, with experience in the field of mycology and fermenta- 
tion research, Schenley should turn its extensive facilities to this 


humanitarian cause. 


The full-time services of our research staff were immediately applied 
to the task of perfecting a large-scale Penicillin-producing method. 
Progress was sufficiently successful to earn a place for Schenley among 
the 21 firms designated for production of the precious drug. 


Today, Penicillin Schenley is augmenting the nation’s supply of this 
valuable antibacterial agent. Our goal in these efforts is to aid in fur- 
nishing sufficient Penicillin to fill the fullest needs of both military and 


civilian medicine. 


A RADIO PROGRAM DEDICATED TO AMERICA’S PHYSICIANS 


“THE DOCTOR FIGHTS” 
starring RAYMOND MASSEY 


. . a report to the nation on the widespread activities of 
America’s doctors at war. We believe you will find this program 
of interest. Your suggestions or comments are welcomed. 
Tuesday Evenings ¢ Columbia Broadcasting System 
9:30 E.W.T. ¢ 8:30 C.W.T. © 7:30 M.W.T. ¢ 6:30 P.W.T. 


SCHENLEY LABORATORIES, INC. 
Lawrenceburg, Ind. 


IN THE HANDS OF THOSE WHO NEED Ii} 
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BRECK WATER RESISTANT CREAM 


Breck Water Resistant Cream was originally developed to help men 
and women working in War Industrial Plants protect their hands 
Already it is being used in other manufacturing plants - It is 
also being used in offices and homes +: When hands must work 
in water or with damp wet material Breck Water Resistant Cream 
gives protection to hands - Itiseasytouse - All that is necessary 
is to rub the cream on the hands and water then appears to run 


off the hands like water off a duck’s back - Should you be interested in the many 


different uses 


of this cream we shall be pleased to send this information on to you 


JHN H BRECK INC . MANUFACTURING CHEMISTS . SPRINGFIELD 3 MASSACHUSETTS 


ANADIAN 


ADDRESS 47 CLARENCE STRESS FT A Wa 
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Gj O FAVOR RECOVERY in the 
dermatoses, replace all harsh or 
irritating skin detergents with ACIDO- 
LATE* Skin Cleanser. 

1. It is a water miscible non-lathering 
mixture of sulfated oils. 

2. Itcontains no soap, alkali or abrasives. 
3. It quickly emulsifies cutaneous soil 
and facilitates its thorough removal by 
proper rinsing with water. 


HANDS 


4, It emulsifies residual ointments and 
simplifies their removal from the hair or 
skin, 

5. It leaves the skin feeling soft and cool. 
6. Reports from ten clinics attest to its 
value. 


Specify ACIDOLATE for use wherever 
soap is contra-indicated. It is supplied in 
8 ounce dispenser bottles and in gallons 
through leading drug stores. 


ACIDOLATE 


US Par OFF 


*The word Acidolate is the regis- P 
tered trademark of National Oil 
Products Co. 


Copyright 1944, by 


RARE CHEMICALS, INC. 


HARRISON, NEW JERSEY 


Distributed for NATIONAL OIL PRODUCTS COMPANY by: 


THE GALEN COMPANY 


BERKELEY, CALIFORNIA 


National Oil Products Cs 
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THE HIGHEST 
COMPLIMENT 


A recent nation-wide survey re- 


vealed this all-important fact: more 
dermatologists personally use 
Mennen Shave Products than any 
other brand, more than the next two 
leading brands combined. 


This personal preference on the part 
of such an authoritative and discrim- 
inating group can only be attributed 
to the high standards of quality 
which we have maintained for more 
than half a century. 
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The conservative method of treating early syphilis 
requires the continuous administration of alternate 
courses of an arsenical, such as Neoarsphenamine 
Merck, and Bismuth, according to specific schedules. 
The prevention of infectious relapse largely depends 
on two important factors: 


1. early institution of treatment 


2. adequate dosage 


Treponema pallidum: unre- 
touched photomicrograph of 
Sresh human chancre exudate, 
under darkfield illumination; 
some red blood cells apparent. 


The statistical studies of Padget* have been of considerable value in 
establishing the need for treating primary syphilis during the sero- 
negative stage. Under the best conditions obtainable, the syphilitic 
patient has less chance of being cured when treatment is delayed until 
the blood becomes seropositive than he has if therapy is instituted 
while it still is seronegative. Furthermore, the incidence of neuro- 
syphilis has been found to be more than twice as high in seropositive 
primary syphilis cases than in any other. 

Inadequate dosage of Neoarsphenamine will only lead to progres- 
sion and extension of the syphilitic lesions. Low dosage will neither 
eradicate the infection nor permit the host to develop natural resis- 


tance to it. The incidence of infectious recurrence will be reduced toa NEQARSPHENAMINE 
minimum if treatment is continuous rather than intermittent, and sei a 


provided that during the selected course of treatment, the patient at 
tow toxicity “Council 


no time is without the influence of either Neoarsphenamine or Bismuth. 

The first three months of treatment are most important in prevent- 
ing future relapse. Negative serologic reactions do not necessarily 
indicate noninfectiousness; hence, patients should not be permitted 


to relax precautions or suspend therapy until the proper number of WE, F be: 
alternating, uninterrupted courses of Neoarsphenamine Merck and MEDICAL ea 


Bismuth Subsalicylate have been given. 


*Padget, P., Long-term resuits in treatment of early syphilis, J. A. M. A. 116:7-11, 1941. 
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beauty counselors, ine. 
17108 Mack Avenue 
Grosse Pointe 24, Michigan 


nd me your private formulas. 


\rrange to give my wéfe a presentation and a $1.(0 lipstick free. 


Phone 


A. 0. 8.2 


We've a message and a gift for your 

wife. We want her to try our preparations. 
It will take about an hour of her time, and 
in return for that courtesy we will present 


her with a Beauty Counselor S1.0( lipstick 


in any shade she selects. 


We believe she will enjoy the hour. But, 
most important, we hope she will tell vou 
about our try-before-you-buy method of 
selection—how each customer has a chance 
to use these hypo-allergenic preparations, 
without charge, to see that those recom- 


mended really suit her skin. 


Please use the coupon below. If, in addition, 
you would be interested to see formulas, 


check where indicated. 


counselors 


When vour wife uses Beauty Counselor cos- 
metics, you have constant, visible proof that 
here are preparations worthy of your recom- 


mendation to the most particular patients. 
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a shockproof x-ray apparatus designed for dermatology 
PICKER | 


The Picker “Zephyr’’ Unit occupies a unique 
position in x-ray. Designed specifically for 
dermatology, it embodies the practical sug- 
gestions and recommendations of a number 
of eminent dermatologists and roentgenol- 
ogists who were consulted at every stage of § 
its development. Its versatility and capacity S 
have been amply demonstrated in the expe- ‘ 
rience of the many dermatologists who have 
come to look upon the Picker “Zephyr” as 
the ideal x-ray apparatus for their specialty, 


A bulletin describing the “Zephyr” 


apparatus is available on request. 


sets the pace in x-ray 


PICKER X-RAY corporation 


Yas 300 Fourth Ave., New York 10, N.Y. 
} WAITE MANUFACTURING DIVISION 

‘ 17325 Euclid Ave., Cleveland 12, O. 
BRANCHES EVERYWHERE IN U. S. A. AND CANADA 
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CONTACT TESTING OF THE BUCCAL MUCOUS MEMBRANE 


FOR 


LEON 


STOMATITIS 


VENENATA 


GOLDMAN, M.D.* 


CINCINNATI 


AND 


CAPTAIN 


DENTAL CORPS, ARMY 


\lany investigators ' have noted the low inci- 
« of contact stomatitis as compared with the 
neidence of contact dermatitis. Moreover, 
uncommon for a patient with extensive 
dermatitis of the face and even with a 
tact cheilitis to have an associated contact 
Furthermore, persons may take medi- 
ents by mouth and may acquire extensive 
esicular dermatitis, with positive reactions to 
patch tests, but often with no apparent lesions 
‘ mucous membranes. Some examples of 
ese substances are quinine, sulfathiazole and 
ison ivy oOleoresin. This clinical fact of the 
tive resistance of the buccal mucous mem- 
rane to the development of eczematous lesions 
has not been studied in great detail. 
\mong the detailed reports in the literature 
i stomatitis venenata have been those of Shel- 
ire* and Silvers * on poison ivy, Bircher * on 
primula obconica, Loveman*® on oil of anise, 
Xattner " on dental plate material with special 


eto titis 


*From the Department of Dermatology and Syphi- 
logy of the College of Medicine of the University 
Cincinnati. 

1. Sulzberger, M. B.: Dermatologic Allergy, Spring- 
Ill, Charles C Thomas, Publisher, 1940, p. 92. 
Contact Dermatitis from Weeds: 
A. M. A. 


Shelmire, B.: 
Patch Testing with Their Oleoresins, J. 
113:1085 (Sept. 16) 1939. 

3. Silvers, S. H.: Stomatitis Venenata and Derma- 
tf the Anal Orifice from Chewing Poison Ivy 

es (Rhus Toxicodendron), J. A. M. A. 116:2257 
May 17) 1941. 

4. Bircher, cited by Zinsser, F.: 
ind Mundschleimhaut, in Jadassohn, J.: 


Hautkrankheiten 
Handbuch der 


und Geschlechtskrankheiten, Berlin, Julius 
Springer, 1930. 
5. Loveman, A. B.: Stomatitis Venenata: Report 


1 Case of Sensitivity of the Mucous Membranes and 
Skin to Oil of Anise, Arch. Dermat. & Syph. 37: 


(Jan.) 1938, 


Rattner, H.: Stomatitis Due to Sensitization to 


Dental Plates, J. A. M. A. 106:2230 (June 27) 1936; 
- of Mouth from Sensitization to Base Plate 
Material, J. Am. Dent. A. 28:1519 (Aug.) 1936. 
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reference to hecolite, Weaver‘ on dentures 
and Templeton and Lundsford* on hexylresorci- 
nol. Some other materials, reported on in less de- 
tail, have been other essential oils, asparagus, 
chewing gum, phenolic resins, tooth brush handles 
and lipstick dyes and even cotton plugs.” As Ratt- 
ner ® indicated, interest should be focused on the 
increasing use of plastics for dental materials, 
since many plastics are excellent cutaneous sensi- 
tizing materials. The more commonly used den- 
tal plastics at present are the methyl methacrylate 
resins (acrylics). Foulger'® has stated that he 


knows of no proved cases of “sensitivity stoma- 


titis from methacrylate resins.”” Schwartz '' has 
reported a case of dermatitis of the hands in a 
dentist who prepared a denture from polymer- 
ized methyl methacrylate dissolved in unpoly- 
merized methacrylate. One of the most interest- 
ing recent reports of contact stomatitis has been 

7. Weaver, W. L.: Case of Stomatitis Due to 
Sensitivity to Dental Plates, Virginia M. Monthly 63: 
636 (Jan.) 1937. 

8. Templeton, H. J., and Lunsford, C. J.: Cheilitis 
and Stomatitis from ST37 Tooth Paste, Arch. Dermat. 
& Syph. 25:439 (March) 1932. 

9. Becker, S. W., and Obermayer, M. E.: Modern 
Dermatology and Syphilology, Philadelphia, J.B. 
Lippincott Company, 1940, p. 554. Stokes, J. H.: 
Fundamentals of Medical Dermatology, Philadelphia, 
Department of Dermatology Book Fund, 1942, p. 497. 
Silvers, S. H.: Stomatitis and Dermatitis Venenata 
with Purpura Resulting from Oil of Cloves and Oil of 
Cassia, Dent. Items Interest 61:649 (July) 1939. Prinz, 
H., and Greenbaum, S. S.: Diseases of the Mouth and 
Their Treatment, Philadelphia, Lea & Febiger, 1935, 
p. 106. McCarthy, F. P.; Healy, J. C., and Daley, F. 
H.: A Clinical and Pathological Demonstration of 
Oral Lesions, exhibit at the Ninetieth Annual Session 
of the American Medical Association, Atlantic City. 
N. J., June 1937. 

10. Foulger, J. H.: 
authors. 

11. Schwartz, L. H., cited by Foulger.'® 


Personal communication to the 
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that of Deissler and Sheets’? about a patient 
who was sensitive to a metallic denture made of 
ticonium, an alloy of nickel, cobalt, chromium, 
molybdenum and beryllium. The patient also 
had a positive reaction to a contact test with 
nickel (metal?) on her palate. This case report 
is important because it suggests the possibility 
of cutaneous sensitization from these new alloys, 
which are being used not only in dentistry but in 
surgical repair of bone. Some mucous membrane 
reactions to drugs such as phenobarbital and 
phenolphthalein appear to represent endogenous 
drug allergy and not contact allergy, although 
in some cases they may be of mixed type, as in 
the case of bromoderma mucosae reported by 
Bloch and Tenchio.** Many of the diagnoses of 


cases were attempts made to test the 
membrane directly. 

The following are some of the sug, 
which have been offered to explain this 
infrequency of contact stomatitis: 

1. The period of actual contact \ 
surface of the buccal mucous membrane is }; 
This does not hold true, of course, for 
dental appliances. 

2. The saliva has a tremendous influe: 
mechanically and chemically. The mec! 
actions include dilution, rapid removal 
potential eczematogenic agent by salivary 
and lubricating action (mouth oil) on the 


surface to prevent breaks in the mucous mem. 


brane barrier. The chemical action of the saliy 


Figs. 1 to 4.—Figure 1 shows the different materials which may be used for contact testing of the bu 


hay 


mucous membrane: 4A, partial denture with cotton pad fixed to denture with collodion; B, complete 
with cotton pad fixed to it with collodion; C, large suction cup with dental floss attached; D, small suction 
with dental floss ties; E, small suction cup without dental floss; /, cotton pad. Figure 2 shows the rubber suct! 


cups and illustrates the attachment of solid particles for contact tests. 
rubber suction cup to hard palate. Figure 4 illustrates the attachment of a small rubber suction cup for conte 


Figure 3 shows the attachment for 


testing of the labial mucous membrane. The lip may be inspected easily. 


contact stomatitis in the literature were proved 
by flare-up reactions following local use of the 
suspected material and many by the reaction of 
the skin to a patch test. In only relatively few 


12. Deissler, K. J., and Sheets, G. R.: Contact 
Stomatitis Due to a Denture in a Metal Sensitive 
Patient, California & West. Med. 57:354 (Dec.) 1942. 

13. Bloch, B., and Tenchio, F.: Zur Klinik und 
Pathogenese des Bromoderma vegetans, Arch. f 
Dermat. u. Syph. 165:93; 1932. 


may affect the irritant agent by buffering, net 


tralization or adsorption. 


3. The anatomic structure of the buccal mucous 
membrane permits rapid dispersion of the irritat' 
when it is absorbed and tends to keep it awa) 
from the cells of the epidermis. This rap 
removal is accomplished by the character of th 
epidermal cells, the fact that there is a corneou! 
layer only in certain portions covering the alveolat 
process and hard palate, the thinness of the ep 
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vering, the pronounced development of 
and the extensive vascularization espe- 
the labial area. 
sent, the time factor of contact, exter- 
internally, of the agent with the ept- 
lls of the mucous membrane seems to 
the most likely reason for failure of 
on in the average person. For the 
nsitive patient, as usual, the time of 
needs be only short. These are all 
assumptions, and much _ investigative 
needed to attempt to explain the uncom- 
ess of stomatitis venenata. 
ome years we have been interested in 
; of actual contact testing of the mucous 
ne of the mouth and have tried the fol- 
types: 
t application—such as repeated painting with 
late on the same area of the hard palate; 
Cotton roll—soaking dental cotton roll with solu- 
be tested and holding roll under the lip; 


With denture as vehicle—fastening of thin bit 
on denture with collodion and then apply- 
nt to cotton; 


4. With partial denture as vehicle—same technic as 


Holding material in mouth with finger; 

Rubber suction cup technic; 

Clinical flare-up reaction—the actual use in the 
of material or materials suspected. 


[he method which we selected as the most 
tical one was the rubber suction cup technic. 
hose soft black rubber suction cups such 
are used to fasten display advertisements by 
n to surfaces. These are shaped more like 
ucer than a cup. These appliances are ap- 
ximately 1.0 em. high, 2.5 cm. in diameter 
ss the top and approximately 0.7 cm. in 
eter at the bottom of the bowl with a cup 
oximately 0.15 cm. in depth. The under 
of the saucer has a stand 0.2 cm. in thickness 
1.2 cm. in diameter. The overhanging edge 
his rest produces a groove 0.1 cm. around. 
work under the lips this rubber suction 
ratus may be cut down to a diameter 1.2 to 
In these days of rubber shortage a 

ewhat more uncomfortable cup may be made 
1 an ordinary hard rubber faucet washer 1.8 
diameter and 0.5 cm. thick. In the central 
ression area a small bit of collodion is placed 
‘then a piece of cotton packed on top so that 
lepression is filled. Then the material t 
ested, 1f liquid, paste or cream, is dropped 
cotton. If small bits of denture or metal 

be tested, they are secured to the cotton 
dion. Dental floss is used to tie the 
‘ups in place when such fixation is de- 
The dental floss is tied around the tooth 


to the right and to the left of the suction cup 
at a distance to make it taut. The floss is passed 
around the tooth from the anterior surface above 
the cingulum and tied securely in place. A blunt 
instrument may be used to push the dental floss 
above the cingulum. This fixation is desirable 
to prevent slipping of the cup. Occasionally it 
may be necessary to loop it twice around the 
teeth. The simple instruction for dentists is to 
tie it in as one would tie a rubber dam. We 
still are uncertain about the ideal time of contact. 
We have had positive reactions in as little as 
five minutes of contact with the labial mucous 
membrane. With this type of fixation the ap- 
pliance may be left for hours. As yet, we have 
left none on overnight. Our average contact 
time at present is twenty to thirty minutes. With 
negative results, a longer period of contact can 
be used. With fixation of the suction cup to the 
upper teeth, the inner labial surface can be exam- 
ined from time to time by simply turning up the 


Taste 1.—Reactions in Cases of Contact Stomatitis 


Positive 
Contact 


Number Positive Mucous 
of Patch Membrane 
Agent Cases Test Test 
Tooth paste (three brands).. 4 3 (one 3 (one 
not done) not done) 
Plate cleaner. 1 1 1 
Oil of layvender.. 1 1 1 
Cashew nut oi! : 1 l Not done 
Mercury... l 1 1 
Pecan nut 1 Notdone Not done 
Tobaceo.. 1 0 0 


lip. The reactions are recorded as I, simple 
erythema ; II, erythema-edema, which is the most 
common; III, erythema-edema-ulceration (ves- 
iculation not usually seen), and IV, necrosis. 
The advantages of the rubber suction cup are: 
simplicity, comfort, provision for minimum dilu- 
tion of the agent by saliva, production of a reac- 
tion localized to the area of testing, providing 
for the application of multiple tests at the same 
time and, in labial testing, allowance for frequent 
inspections of the tested area, allowance for flex- 
ibility of the time-contact factor and safety (since 
the large cup for palatal testing is too large 
to be swallowed easily and the small labial testing 
cup may be spit out if it slips). 

We have collected data in 10 cases of contact 
stomatitis distributed as shown in table 1. 

We have had no patients with stomatitis from 
dentures. Five control patients without derma- 
titis or stomatitis had both patch tests and mucous 
membrane tests with acrylic resins and also with 
vulcanite, and the reactions of these few patients 
were negative. With the stomatitis from tooth 
paste the diagnosis was made chiefly by elimina- 


é 
+) j 
| 
et 
| 
ro 
| 
eu: | 
ant 
va 
piu | 
the t 
til 


82 ARCHIVES OF 


tion of the tooth paste. We have started control 
studies to determine if tooth pastes are primary 
irritants when they remain in contact with mucous 
membranes for twenty to thirty minutes. The 
three positive reactions to patch tests with the 
two brands tested were maculopapular with con- 
siderable edema but no vesicles, and these reac- 
tions resembled the irritant type of reactions from 
This is not surprising since the general 
formula of tooth includes an 
(tvype’), glycerin, water, a flavoring agent and 
a detergent. We had no those 
described by Templeton and Lunsford, 
the tooth paste was merely a vehicle for an 
It is extremely difficult 


S( yADS. 
paste abrasive 
case such as 


in which 
active chemical agent. 
to get the formula of popular brands of tooth 
pastes and to determine whether such stomatitis 


Much work remains 
The same problem 


is eczematogenic or irritant. 
to be done on this problem. 
arose in the case of stomatitis from plate cleaner. 
The formula ‘* was as follows: trisodium phos- 
phate 25 per cent, sodium carbonate 72 per cent, 
tricalcium phosphate 3 per cent and methy] salicyl- 
Methyl salicylate in a patch 
From a clinical 


ate 0.03 per cent. 
test elicited a negative reaction. 
standpoint, at least, relief of this stomatitis from 
the tooth pastes and denture cleaner was obtained 
with elimination of the suspected material. The 
physician with the tobacco stomatitis (from only 
one particular brand) had tests with saline sus- 
pensions of the tobacco in question. The pecan 
nut stomatitis occurred in a patient with atopic 
dermatitis and bilateral cataracts. The patients 
with cashew nut oil and mercury stomatitis had 
also both cheilitis venenata and dermatitis vene- 
nata about the chin and distant lesions on the body 
interpreted as ids. The mercury stomatitis was 
unusual because the patient was sensitive to mer- 
cury by contact. He had warned the dentist about 
his sensitivity to mercury when the dentist was 
preparing an amalgam restoration. A severe 
stomatitis developed shortly after the amalgam 
was used. Because minute amounts of mercury 
are said '° to be found in the mouths of patients 
with amalgams, a_ peculiar chronic recur- 
rent gingivitis which this patient had _ later, 
at times complicated by a_ fusospirillar in- 
fection, was suspected of being due to mercury 
and the amalgams were removed. With removal 
of these and measures for the control of the 
infection the patient had decided improvement. 


14. Ward’s Dental Plate Cleaner, Montgomery Ward, 
Chicago, 1944. 

15. Souder, W., and Sweeney, W. T.: 
Dental 
(Dec.) 


Is Mercury 


Amalgam Restorations? Dent. 


1931. 


Poisonous in 


Cosmos 73:1145 
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Markow '® has recently reported a case 
eralized urticaria proved to be due to the 
of an amalgam filling. Although the 
to a patch test with mercury bichloride y 
tive, metallic mercury rubbed on the 
duced urticaria. A mixed mercury fill 
(with his finger) against the roof of this 
mouth for an hour produced some local 
and raw feeling (but no local lesior 
Results of passive t 
It is interesting 


generalized urticaria. 
tests were negative. 
same patient had had a previous contact 

titis with positive reactions to patch tests 
nickel, aluminum chloride and dress dyes 

has also mentioned positive patch react; 
to amalgam filling and told of the removal 
amalgam filling as being “followed by a seri 
general reaction to mercury that caused t! 
tient to refuse further treatment.” These cas 
then, prove that mercury from an amalgam fill 
can react locally and systemically in persons \ 
are unusually sensitive to mercury. 


TABLE 2.—Results of Mucous Membrane 


Mucous Membra 
Number Positive Test 
Contact Agent Cases Test Positive Negatis 
6 6 4 
Rhus toxicodendron..... 10 10 2 « 
(high (after dermatitis 
dilution) subsice 
Procaine hydroehloride.. 2 2 1 
Sulfathiazole.......... 3 3 0 
(no cuta 


As another study, routine mucous membra! 


testing was done on a small series of patient 


with contact dermatitis (table 2). None of t! 
patients had stomatitis at the time or previous 
had ever had such reactions. 


Practically all these mucous membrane tess 


were made with the time factor of only twenty! 
thirty minutes. 


time contact factor to the negative reaction. 1! 


most interesting group of potential contact stom 
titis cases is, of course, the nickel-sensitive grou! 
The 2 patients who had negative mucous met 
brane reactions also did not react to the nick 
In our experience, reac: 


rer 


coin test on the skin. 
tion to a nickel coin indicates a high deg! 
of sensitivity to the metal. 

16. Markow, H.: Urticaria Following Denta! 51) 


Filling, New York State J. Med. 43:1648 (Sept 
1943. 


17. Duke, W. W., in discussion on Fungus erg 


J. Allergy 11:318 (March) 1940. 


At the present time studies art 
being made to determine the relationship ot th 


Because of the pos 
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of metallic dentures with alloys con- 
kel these tests do have some practical 
2 patients focal cutaneous reactions 
after the mucous membrane reactions 
reactions should be possible also, as 
and Sheets have stated, if such alloys 
in surgical procedures on the bones 
nickel-sensitive patients. The rhus 
lron group is also important becaus¢ 
reasing popularity of oral poison ivy 
erapy. In a series of only 12 adults 
poison ivy dermatitis, with routine patch 
us membrane tests with 1:25 ivy an- 
patients had positive patch tests and 
mucous membrane tests and 1 patient 
all aphtha-like ulcer area which ap- 
twenty-four hours after the mucous mem- 
st. No mucous membrane tests were 
children. In the poison ivy prevention 
one of us (L. G.) there has been only 

nt with a mild transient labial stomatitis 
e use of ivy oleoresin in corn oil and 
who acquired a severe stomatitis and 

itis from chewing poison ivy leaves. 
a single case of stomatitis has developed 
tients taking tablets containing poison Ivy 
It is possible that with refinement 
technic of mucous membrane testing 
cases of potential contact stomatitis t 
ivy oleoresin will be detected. Shelmire 
xpressed the belief that such mucous mem- 


ie sensitivity to poison ivy is not as uncom- 


is has been supposed. Of the 2 patients 
lermatitis from procaine hydrochloride, a 
ive reaction was obtained only in the patient 
gave a history of redness and burning fol- 
¢ injections of the drug in the mouth. With 


relatively small number of patients on whom 


done mucous membrane testing, as yet 
ve not seen a severe primary irritant reac- 
(of the materials which we have used, the 
astes may have given mild primary irri- 


treactions. The cashew nut o1l was not tested 


¢ mucous membrane, but the patch test 
ongly positive. Without a greater num- 
tests and without microscopic sections, 
ot define clearly these borderline eczema- 
irritant reactions. 
clinical picture of contact stomatitis as 
¢ seen it is a variable one. The lesions 
such diverse types as simple localized 
atous areas and = extensive ulcerative 
ne patient with stomatitis from tooth 
two reddened slightly atrophic areas 
singivolabial border of each side of the 
Focal flare-up reactions in these areas 
oduced by contact with the tooth past 
tion and also with a mucous membrane 


contact test in another area. The commonest 
type of mucous membrane reactions was, how 

ever, the erythema-edema type. Study of the 
norma! structure of the mucous membrane ovet 
the hard palate and the lips was made, but his- 
tologic sections of the stomatitis areas or of post- 
tive reactions were not examined. The history 
is important for the diagnosis of contact stoma- 
titis because of the occurrence of such subjective 
reactions as pain and burning and because of the 
appearance of lesions after a variable period of 
contact with the suspected material. Also, the 
improvement should follow removal of the agent 
Although the possibility of secondary infection n 
a dirty mouth is great, we have observed 1 
instances of secondary infection in any of out 
clinical patients or of positive reactions to 
patch tests. Positive reactions have been found 
also in elderly patients and in patients with 
edentulous mouths. It is possible that such fac- 
tors as avitaminosis, hypochlorhydria and the like 
may be predisposing factors. One of our clinical 
patients with stomatitis venenata had cholelithi- 
asis with hypochlorhydria, and 1 other patient 
had hpvochlorhydria, without any definite cause 
Some of the cases in the literature have also 
included such systemic factors. 

As we have stated, as yet we cannot diftferen- 
tiate clearly between a mild slow-developing irri- 
tative stomatitis and contact allergic stomatitis. 
Usually contact stomatitis is associated with con- 
tact cutaneous allergy, actual or potential. A 
clearer understanding of the technic of contact 
mucous membrane testing may help to distinguish 
these two forms of stomatitis. Electrogalvanic 
stomatitis '* may be differentiated by the location 
of the stomatitis in relationship to fillings, by 
the feeling of electric shock in the extreme cases, 
by the sensitive microgalvanometer readings and 
by the negative reactions to a mucous membrane 
contact test and patch tests. Stomatitis medt- 
camentosa, such as that due to phenobarbital and 
to phenolphthalein, may be difficult to recognize 
if the cutaneous phase is not prominent. Save 
for sulfathiazole and phenobarbital we have had 
no experiences with contact mucous membrane 
testing with drugs. Infectious and systemic 
stomatitides should be differentiated in the usual 
manner. 

As a rule, no local therapy is necessary, since 
elimination is the most important factor. For 
mercury-sensitive persons it is important to re- 
member Duke’s '* warning in regard to severe 
reactions produced by the removal of the amal- 
gams. nickel-sensitive persons, alloys 


18. Lain, E. S.: Clinical and Electrolytic Lesions of 
the Mouth Caused by Artificial Dentures, Arch. Dermat. 
& Syph. 25:21 (Jan.) 1932. 
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containing cobalt should also be avoided. 
Ticonium vitallium are materials for 
dentures which should not be used for nickel- 
Perhaps the metal, tantalum, 
For temporary pro- 


sensitive persons. 
may be used in such cases. 
tection, the denture may be covered with eugenol 
paste, as Deissler and Sheets’* have recom- 
mended. To assist in healing, nicotinamide may 
help. If secondary infection can be proved, the 
usual measures to treat this should be used. 
In certain persons subjective reactions of burning 
and pain may continue after the stomatitis is 
relieved. Parenteral administration of vitamins 
and avoidance of the usual oral irritants, smoking, 
hot drinks, alcohol, spices and the like, may be 
recommended. Psychotherapy may be neces- 
sary also. 

To assist the dermatologist the following list of 
the more common substances used in modern 
dentistry is offered 7°: 

A. For nonmetallic dentures 

1. Methyl methacrylate resins 

2. Acrylic styrene resins 

3. Acrylic vinylacetate resins 
Cellulose compounds 
Rubber compounds (vulcanites ) 


‘or coloring materials of dental plastics 


_ 
— 


Iron oxide 
Madder lake 
Cadmium red 
Titanium oxide 
Vermilion 


On 


“or metallic dentures 
1. Ticonium—nickel, cobalt, chromium, molyb- 
denum and beryllium 


2. Vitallium—cobalt, chromium, molybdenum 
3. Tantalum 

4. Gold—alloys with nickel and cobalt 

5. Iridioplatinum alloys 


19. Souder, W., Principal Physicist, National Bureau 
of Standards: Personal communications to the authors. 
Sweeney, W. T.; Paffenberger, G. C., and Beall, J. R.: 
Acrylic Resins for Dentures, J. Am. Dent. A. 29:7 
(Jan.) 1942. List of Certified Dental Materials, ibid. 
31:126 (Jan.) 1944. 
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iscellaneous 
. Impression compounds 
. Waxes 


3. Gold alloys 


HA cn & 


“NJ 


. Zinc phosphate cements 
. Silicate cements 
Porcelain—baked 
artificial teeth 
. Amalgams 

a. Silver amalgams 
zinc and mercury 

b. Copper 
mostly ) 


amalgams (in childre 


. Tooth powders abrasives, 
flavoring agents 
. Tooth paste — glycerin, water, 


detergents, flavoring agents 
. Zine oxide and eugenal paste 
. Plaster of paris 
. Theobroma oil (cocoa butter ) 
CONCLUSIONS 


means of a rubber suction cup 


sily cr, tt 


porcelain restorat 


standardized contact testing of the buccal 1 


membrane may be done as an aid in th 
nosis of stomatitis venenata. The best time pet 
of contact has not been determined as yet. 
of our experiments have been made with 
twenty to thirty minutes of contact, and 
reactions have been obtained. 
it has been shown that persons sensitive to nic! 
may also have hypersensitivity of the 


mucosa. 


This is important for the 


tech 


he 


future use in these persons of metallic « 


with alloys containing nickel or even cobalt. 


a 


mucous membranes with poison ivy oleoresin ¢ 
not show a significant number of reactions 
definite cause for the apparent rarity of contac’ 
stomatitis is offered, but contact testing of m' 
cous membranes will reveal that this for 
contact allergy is more common than has |! 


small 


series of controls, contact 


thought previously. 


With this tech: 


entures 


testing 
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ICHTHYOSIFORM ATI 
HODGKI 


REPORT OF A _ CASE, 
VITAMIN A 


A. J. GLAZEBROOK, M.B., 
LONDON, ENGLAND 


cutaneous lesions which accompany 
in’s disease present varying pictures and 
precede, accompany or sometimes follow 
veneral manifestations. 
rding to Cole? the most common cutane- 
inifestation is pruritus. Next most com- 
is a prurigo-like exanthem. There are 
inpanying excoriations, scars and areas of 
mentation and swelling. Urticaria is not 
requent, and purpuric lesions have been 
bed. 
‘hselmann * and others reported a diffuse 
liating erythroderma. It is considered a rare 


currence, 

Fraser ® described an eruption, preceded by 
ceneralized pruritus, on the back, chest and 

ins of a man aged 65. The lesions were 

und or oval reddened scaly areas with well 
lefined borders, measuring 1 to 3 cm. by 5 cm. 

Small reddish or bluish tumors containing 
rosanguineous fluid have been termed “lympho- 
granulomatosis cutis” by Grosz.* 

Ziegler ° made the statement that in 25 per 
ent of all cases there is found some cutaneous 
nvolvement if it is searched for. 

Cole,’ ina study of 33 cases of lymphadenoma, 
und involvement of the skin in 13. He classi- 
held all the cutaneous changes into two groups: 

1) True lymphogranulomatosis cutis. 

») Lesions resulting from a generalized sys- 
temic disturbance. Their histologic pic- 
ture, in contradistinction to that of the 
first group, is not characteristic and is 
variable. 


From the Department of Clinical Medicine and the 
Polish School of Medicine, Edinburgh, Scotland. 
Cole, H. N.: Cutaneous Manifestations of Hodg- 
Disease, J. A. M. A. 69:341 (Aug. 4) 1917. 
2. Wechselmann: Ueber Erythrodermia exfoliativa 
rsalis pseudoleukaemica, Arch. f. Dermat. u. Syph. 
87:205, 1907. 
'raser, J. F.: Cutaneous Manifestations in Hodg- 
Disease, Arch. Dermat. & Syph. 46:587 (Oct.); 
Nov.) 1942. 
ty Grosz: Beitr. z. path. Anat. u. z. allg. Path, 


5. Ziegler, K.: Die Hodgkinsche Krankheit, Jena, 


Gustav Fischer, 1911. 


ROPHY OF THE 
N’S DISEASE 
WITH REFERENCE TO 
METABOLISM 


SKIN 


anp W. TOMASZEWSKI, M.D. 


POSEN, POLAND 


Trophic changes, consisting of dryness of the 
skin, atrophy, hyperkeratosis and alopecia, are 
seen frequently. Ronchese ® has described such 
a case. <n ichthyosiform atrophy with hyper- 
keratosis developed in a patient with Hodgkin's 
disease while he was in apparently good health, 
eleven months before his death. 
were widespread and took only six weeks to 


The changes 
develop. The cutaneous surface was made of 
rhomboidal scales with flaky edges, such as are 
seen in mild ichthyosis or in senile ichthyosis. 
Piopsy showed atrophy of the skin and hyper- 
keratosis, with no evidence of the type of infil- 
tration that occurs in Hodgkin's disease. Simi- 
lar changes were found in a patient seen by us. 


REPORT OF CASE 

A fisherman aged 39 was admitted to the hospital 
complaining of scaliness of his skin. Apart from an 
attack of cerebrospinal meningitis twelve years ago, 
he had previously enjoyed good health. [For some 
months before his present illness he had noticed night 
blindness; it took half an hour after he left his house 
at night for his eyes to become accustomed to the 
darkness. His diet had been good. He had also been 
vaguely aware of a painless lump in his left armpit 
during the same period. His skin had been healthy. 

Nine weeks before admission his scalp hair and 
eyebrows commenced to fall out and his heels, wrists 
and knees felt itchy. These symptoms were accom- 
panied by an attack of sickness, shivering, sweating and 
malaise which lasted for fourteen days. 

He returned to work but fell sick nine days before 
admission with a similar attack, this time accompanied 
by jaundice and dark urine. The yellowness had begun 
to disappear just before admission. 

On examination the patient showed a faint tinge of 
jaundice. There was a rubbery enlarged lymph node 
in the left axilla. The smooth, firm liver was easily 
palpable 3 inches (7.6 cm.) below the costal margin. 
The spleen was not clinically enlarged. The scalp hair 
was thin and falling and almost absent around the sides 
of the head, being thicker over the vertex. The eye- 
brows and eyelashes had disappeared. No character- 
istic changes were seen in the eyes or the tongue. 
There was a generalized ichthyosiform atrophy of the 


6. Ronchese, F.: Ichthyosiform Atrophy of the Skin 
in Hodgkins’ Disease, Arch. Dermat. & Syph. 47:778 
(June) 1943. 
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entire skin. On the soles localized areas of hyper- 
keratosis were heaped up to form excrescences, having 


some resemblance to a gonoeoccic keratosis. The 


finger nails were smooth and polished but showed 
alternating light and dark areas, giving them a curious 
striped appearance. This striation was not seen in the 
toe nails (figs. 1, 2, 3 and 4). A dermatologist who 
saw the eruption could scarcely believe that it was of 
recent origin, so great were the changes. 


Fig. 1—Absence of eyelashes and eyebrows. 


Laboratory Investigations—Biopsies: Biopsy of a 
lymph node showed a reticular endotheliosis of the 
Hodgkin type. A specimen of skin (fig. 5) showed 
the following changes: The epidermis was definitely 
atrophied and in places was reduced to a narrow strip 
consisting of only about a half-dozen rows of cells. 
It also showed a reduction in the amount of melanin 
in the basal layer in some regions. It was abnormally 
wrinkled and was covered by a moderate excess of 
keratin. A slight degree of perivascular cuffing with 
chronic inflammatory cells was evident in the super- 
ficial layers of the corium. 

The picture was suggestive of vitamin deficiency. 

Serologic Reactions: The Wassermann reaction was 
negative. A gonococcus flocculation test and a Paul- 
Bunnell test elicited negative reactions. 

Blood Count: A blood count showed: hemoglobin 
content, 77 per cent; red cells, 3,650,000, and white 
cells, 7,400, of which 64 per cent were polymorpho- 
nuclear leukocytes, 20 per cent monocytes and 16 per 
cent lymphocytes. 

Sternal Puncture: The picture is that of an active 
marrow, both red and white cells regenerating and the 
red cells following a normoblastic line of development. 
No signs of reticular infiltration were present. 

Test of Hepatic Function—After a test dose of 6 
Gm. of sodium benzoate no hippuric acid was excreted in 
the urine during the succeeding four hours. A repetition 
of the test resulted in a total excretion of 1 Gm. in four 


hours. There was no evidence of renal failur: 
these results indicated a severe impairment of 
function. 

Course —The patient, apyretic on his adn 
the hospital, improved rapidly, the skin soite: 
icterus declining and bile disappearing from t 

Two eleven day pyrexial periods of a Pel 
type followed with an interval of a fortnight 
During these periods there was an exacerbati 
the signs, the jaundice recurring, the liver |} 
tender and the patient appearing drowsy ai 
comatose. Large areas of skin desquamated 
sheets, particularly from the face and chest. 
erally the cutaneous surface became harder at 
scaly. Urobilinuria preceded the jaundice, wi 
accompanied by bilirubinuria and light stools 


icteric index rose from 9 units during the 
periods to 100 units during the Pel-Ebstein 
and the monocyte count increased to 45 per < 
total leukocyte count falling to 4,000 

Vitamin A Metabolism —The cutaneous cl 
this patient were almost identical with those d 
by Ronchese * in his case of Hodgkin's disease 
related in some way to the underlying diseas: 
they were obviously not a result of cutaneous 


lig. 2.—Striation of finger nails. 


adenomatous infiltration. Many observers have 

disturbances of vitamin A metabolism accomy 
the dyskeratoses. Peck and co-workers? fow 
vitamin A levels in the blood of 2 patients wit 
genital ichthyosis, but substitution therapy did n 
the disease. In cases of keratosis follicularis P: 


7. Peck, S. M.: Glick, A. W.. and Chargi 


Vitamin A Studies in Cases of Ichthyosis, 
Dermat. & Syph. 48:32 (July) 1943 
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res 8 also found evidence of disturbed vita- 
tabolism. Large doses of vitamin A (200,000 
its per day by mouth) effected an improve- 
arly all the cases. They concluded that the 
n of the skin 1s related to disturbances of 
metabolism. 
his co-workers,? discussing the cutaneous 
if vitamin A deficiency, pointed out that 


ig. 3.—Ichthyosiform appearance of knee 


xerosis of the skin irequently precedes the 


nee of follicular hyperkeratosis. 


n and Steven!® reviewed the whole question 
ind that the following conditions have been 
| by various investigators with vitamin A 


ccurring either alone or together with defi- 


other vitamins: 


licular hyperkeratosis with local loss of hair. 
derma, including some forms ot ichthyosis, 
lue to keratinization affecting the sebaceous 


glands 


k, S. M.; Glick, A. W.: Sobotka, H. H.. 
gin, L.: Vitamin A Studies in Cases of 
Follicularis (Darier’s Disease), Arch. Dermat 
48:17 (July) 1943. 


C. He K., and PF. FT 


ns in the Cutaneous Manifestations of Vita 


Deficiency from Infancy to Puberty, Arch. 

& Syph. 48:1 (July) 1943. Frazier, C. N.. 

C. K.: Nature and Distribution According 
Cutaneous Manifestations of Vitamin A 
ibid. 33:825 (May) 1936. 

eton, A., and Steven, D. M.:  Keratosis 
Arch. Dermat. & Syph. 48:143 (Aug.) 


3. Pigmentation. 

4. Dystrophy of the nails, with striation, stippling, 
white spots and fragility. 

5. Alopecia. 

They suggested the term “dysvitaminosis” rather than 
“avitaminosis” or “hypovitaminosis” because the fault 
is likely to be not so much a simple reduction ot 
absence of the vitamin but some error in utilization 

The ichthyosis in our patient clinically resembled 
that encountered in severe grades of vitamin A defi 
ciency, although no characteristic changes were observed 
in the eyes. The man gave a history of night blind 
ness of some months’ standing. No bias was given to 
the pathologist who examined the specimen of skin, 
which was labeled as being from a patient with Hodg 
kin’s disease. Yet, in his opinion, a vitamin deficiency 
was the only diagnosis suggested by the histologi 
appearances. 

Accordingly, determinations of vitamin bot! 
the blood and the urine were carried out by means 
the Carr-Price reaction. The results are shown in the 
table. 

The table shows two striking features, a diminished 
plasma content of vitamin A and carotene, together 
with a pathologic excretion of vitamin A in the urine 


Fig. 4—Hyperkeratosis of soles. 


The plasma vitamin A and carotene levels are well 
below the accepted normals of 100 international units 
of vitamin A and 50 to 240 micrograms of caroten 
per hundred cubic centimeters respectively. Adminis 
tration of vitamin A restored the carotene level. 

The urinary excretion of this fat-soluble vitamin is 
interesting, as such excretion never occurs in health, 
even after the ingestion of large doses. It is found, 
however, in various pathologic states such as_ high 
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fever and renai and hepatic disease (Tomaszewski 
and Lawrie, Moore and Rajagopal !*). 

It will be noted that in this case the urinary output 
A increased considerably during a febrile 


No 


of vitamin 
phase and even more after vitamin A therapy. 


Determinations of Vitamin A and Carotene 


DERMATOLOGY 


AND SYPHILOLOGY 

The patient was removed from the hospita 
afterward and died a little later at home. pos. ia 
mortem examination was not carried out. 


COMMENT 
In case of severe disturbances of t! 
vitamin A metabolism is also affected an 
toms such as night blindness and kerat: 


Plasma Urine, have been described. Moore ** has done 
= aly . . 
Vitamin A, Carotene, Total of deal of work on this subject. x 
U., Vitamin A, 
Comment Patek and Haig ** have suggested that th 

11/26/4339 34 75 Patient apyretic cause of vitamin A deficiency in patients wit: 

}2/ 9 33 2g F.: x. ° ‘ 

ia citrhosis of the liver is an altered intermedia: 

ee Pel-Ebstein metabolism of vitamin A. 
From December 22 until January 16 a total of 1,800,000 units of Popper and Steigmann,!° in a recent ext: ns! 

rj in as giver enterally 

study based on 2,673 vitamin A determinatic: 

- in health and in disease, found that the fall in : 

* Owing to a technical error, the vitamin A in the plasma blood level of vitamin A approximately paralle 
could not be determined on this date, and the patient’s he 
departure from the hospital prevented any further analysis. the degree ot hepatic damage anda may be 

Fig. 5.—Photomicrograph showing ichthyosiform atrophy. 
doubt the underlying disturbance of the liver, together diagnostic and pr gnostic value in cases of dis 
with the fever, caused this excretion, Also it seems ease of the liver. They suggested that the cause 
probable that the low plasma levels of vitamin A and 
. . these low vitamin A levels may be as follow: 
carotene were partly dependent on the loss of vitamin - 
A in the urine. (a) Poor absorption. 
. A total of 1,800,000 units of vitamin A was injected (b) Impaired carotene-vitamin A_ transforme 
intramuscularly in daily doses of 100,000 units. The . . . 
tion in the liver. 
course was commenced between the two Pel-Ebstein 
phases, and at first any effect was masked by the (c) Failure of liver storage. 
natural clinical improvement which was occurring. 
Injections were continued throughout the second Pel- 13. Moore, T.: Vitamin-A Reserves of Human | 
Ebstein phase, and, while the condition of the skin jin Health and Disease with Special Reference to S 
deteriorated again, it did not become so hard, scaly of Vitamin A as an Anti-Infective Agent, Lancet 2 
and desquamant as in the previous attack. On the 669, 1932. 
whole, the skin seemed to derive benefit from the 14. Patek, A. J., and Haig, C.: The Occu ; 


therapy. 


11. Tomaszewski, W.: The Excretion of Vitamin A 
in Urine, Edinburgh M. J. 49:375, 1942. 

12. Lawrie, N. R.; Moore, T., and Rajagopal, K. R.: 
The Excretion of Vitamin A in Urine, Biochem. J. 


35:825, 1941. 


Abnormal Dark Adaptation and Its Relation to Vit 

min A Metabolism in Patients with Cirrhosis 

Liver, J. Clin. Investigation 18:609, 1939. 
15. Popper, H., and Steigmann, F.: 


Significance of Plasma Vitamin A Level, J. A. M. 4 
123:1108 (Dec. 25) 1943. 


isturbed release of vitamin A from the 
ver to the blood. 


e we would add: 


‘athologic excretion of vitamin A in the 


rine. 


vere unable to examine the pathologic 


- in the liver of our patient, but there was 


idence of a severe hepatic derangement, 
t due to lymphadenomatous infiltration. 


lamaged state of the liver must have 


e main factor disturbing the vitamin A 
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metabolism of the patient, as his diet had been 
satisfactory. 
SUMMARY 

A man with Hodgkin's disease was found to 
have a severe degree of impairment of the liver 
together with a decided disturbance of vitamin A 
metabolism. He also showed a_ generalized 
ichthyosiform atrophy of the skin, and it is sug- 
gested that this atrophy may have been a sec- 
cndary effect of the vitamin A upset. 

Prof. Murray Lyon gave helpful advice and encour- 
agement in the preparation of this paper. 


i : 
| 
SVmp- 
man 
| 
it 
ALi 
| 
(lis | 
| 
| 
| 


RAT MITE DERMATITIS 


ACARIASIS CAUSED BY THE TROPICAL RAT MITE, LIPONYSSUS 
BACOTI HIRST, 1914 
C. RUSSELL ANDERSON, M_D. 


LOS ANGELES 


Kat mite dermatitis has been reported in the literature only five times, and its 
occurrence in the United States, but three times. Cases have been reported by 
Cleland! and by Hirst * in Australia, by Bishopp* and by Shelmire and Dove ‘ 
in Texas and by Weber *® in Chicago. These isolated reports indicate a rarity of 
the disease, but the fact of its occurrence in widely separated parts of the world 
should lead one to expect it wherever the brown rat is found. The disease should 
be ubiquitous, and I believe the general failure to recognize it is simply because oi 
unfamiliarity with it. Therefore, | am reporting the following case and reviewing 
the literature. 

REPORT OF A CASE 
Miss L. G., a dietitian 42 years of age, first consulted me on April 24, 1942. About eight 
weeks previously she and her mother had noticed an itching eruption. A week after the onset 
she had consulted a physician, who had made a diagnosis of scabies and had_ prescribed 
sulfur ointment. This was applied by the patient and her mother for the prescribed peri 
of five days. Then, because of the persistence of the itching eruption, she had continued tl 
use of the sulfur ointment for a total period of six weeks. At the end of this period a dermatitis 


appeared which she recognized as being due to sulfur. She discontinued the use of tl 
medication and a week later consulted a second physician. She was told the eruption was 
due to nervousness and was given an intravenous injection of thiamine hydrochloride \ 


few days later she consulted me. 

The patient was in a highly nervous state because of the persistence of the itching erup 
tion, the “shame” of a scabies infestation and the work of repeated cleaning of personal and 
bed linen. To this trouble was added the itching eruption of her 70 year old mother, whi 
was a semi-invalid with heart disease. In response to questioning, the patient stated that at 
no time had there been any involvement of the hands. She said that the eruption would 
appear on the trunk, extremities and neck as extremely pruritic hivelike lesions in groups 
of three, which she would excoriate. The sulfur ointment did not prevent the appearance 0! 
new lesions. 

Examination showed a moderate dry red scaly dermatitis of the axillary and inframammary 
regions which resembled a subsiding sulfur dermatitis. There were groups of two to four 
spit pea—sized papules and wheals on the inner surfaces of the thighs, in both inguinal regions 


on the lower part of the abdomen and over the left scapular region and the lateral surfac 
of the right arm. Some of the lesions had been excoriated.. Examination of others revealed 
a tiny central punctum. None of the lesions were hemorrhagic. 

I informed the patient that she was suffering from insect bites, probably flea bites. Shi 
rejected this idea. She said that neither she nor her neighbors had either cats or dogs an 
that the only animals in her house were rats. Recalling the report of Weber,® I told th 


1. Cleland, J. B.: Injuries and Diseases of Man in Australia Attributable to Animals 
(Except Insects), J. Trop. Med. 16:43-47 (Feb. 1) 1913 
2. Hirst, S.: On the Parasitic Acari Found on the Species of Rodents Frequenting 


3. Bishopp, F. C.: The Rat Mite Attacking Man, Circular 294, United States Depart- 
ment of Agriculture, Bureau of Entomology, 1923, pp. 

4. Shelmire, B., and Dove, W. E.: The Tropical Rat Mite, Liponyssus Bacoti Hirst. 
1914, the Cause of a Skin Eruption of Man, and a Possible Vector of Endemic Typhus Fever, 
J. A. M. A. 96:579-584 (Feb. 21) 1931. 

5. Weber, L. F.: Rat Mite Dermatitis, J. A. M. A. 114:1442 (April 13) 1940. 


Human Habitations in Egypt, Bull. Entomol. Research 5:215-229, 1914-1915. 
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atient that there was a possibility that the insect bites might have been inflicted by either 
rat fleas or rat mites. She then stated that for about three years her house and a neighbor's 
ouse had been infested with rats and that from time to time she had set out rat poison. On 
Feb. 22, 1942 she had cleaned out a large storage cupboard above the kitchen sink and had 
iound droppings from rats. The rats had gnawed a hole through the cupboard wall where 
the boards had separated. She covered this hole and thoroughly cleansed the cupboard. The 
pruritic rash had appeared on the patient and her mother two weeks later. I suggested that 

professional vermin exterminator be called in and asked the patient to try to find some 
mites or fleas. A few days later she returned with a tiny gray mite which she had found 
crawling on her shoulder. This was identified as a female tropical rat mite, Liponyssus 
hacoti. The following day I visited the patient's home and with ease found several rapidly 
crawling mites on the kitchen wall above the sink. While I was observing their activities, 
two disappeared into a crevice between the cupboard and the kitchen wall. A few mites were 
removed from the wall with a camel’s hair brush, as suggested by Shelmire and Dove,* and 
placed in a dry test tube with small bits of paper, and the tube was tightly corked. Later a 
temale mite was photographed (fig. 1). The mites on the walls were demonstrated to the 
mother of the patient, who, previously opposed to fumigation with hydrocyanic acid gas, now 
agreed to this procedure. Apparently, the mites in the cupboard, deprived of their rat hosts, 
had sought and found human hosts. It is possible that some mites transferred themselves to 
the patient when she cleaned the cupboard. 

LIPONYSSUS (LEIOGNATHUS) BACOTI HIRST, 1914 

Description —The gamasid tropical rat mite, species Liponyssus bacoti Hirst, 
1914, is of the family Dermanyssidae, subfamily Liponyssinae, genus Liponyssus 
Kolenati, 1859.° The first description of the species was made by Hirst.* The first 
specimens studied were females found in Egypt on the brown rat, Mus norvegicus, 
on Mediterranean boats (feluccas). Hirst ? completed the description of this species 
the following year after receiving specimens of males, females and nymphs from 
Egypt, Abyssinia, Australia and Argentina. As in all gamasid mites parasitic on 
vertebrates, the chelicerae (mandibles) are adapted for piercing. Characteristic of 
the tropical rat mite are the short, pointed and shearlike chelae (arms) of the 
chelicerae.© The female, male and protonymph are illustrated in figure 2. For 
details one may consult the descriptions by Ewing ® and Hirst.’ 

Hosts.—Apparently the principal host of the tropical rat mite is the brown rat 
(Mus norvegicus), although Hirst * has reported its being found on the black rat 
(Mus rattus) and on the Egyptian mouse (Acomys cahirinus). Shelmire and 
Dove * also reported mice as hosts. 

Life and Habits —The habits and life cycles have been well described by Shel- 
mire and Dove,‘ Dove and Shelmire,* and Bishopp.* After the mites have 
engorged themselves with blood, they leave their host and seek hiding places in 
cracks, crevices or other dark, protected places. They prefer warm places in 
the building. In these locations the immature mites molt and the gravid females 
deposit three to eight eggs. After molting or ovoposition has taken place, the mites 
seek rats for another meal, but if they find none they will look for other warm- 
blooded hosts, such as mice or human beings. The eggs hatch in four to eight days, 
and the larvae start their search for a suitable host, which they must find within 
twelve days or they will starve. According to Shelmire and Dove,’ three or four 
moltings and four or five blood meals are necessary to complete the life cycle. 

Identification —These mites are minute, scarcely visible to the naked eye, and 
gray to pale yellowish gray. Unless engorged with blood they are very active. As 


6. Ewing, E. H.: A Manual of External Parasites, ed. 1, Springfield, Ill., Charles C 
Thomas, Publisher, 1929, pp. 1-16. 

7. Hirst, S.: (a) On Three New Species of Gamasid Mites Found on Rats, Bull. 
Entomol. Research 4:119-124, 1913-1914; (b) footnote 2. 

8. Dove, W. E., and Shelmire, B.: Some Observations on Tropical Rat Mites and 
Endemic Typhus, J. Parasitol. 18:159-168 (March) 1932. 
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suggested by Shelmire and Dove,* they are easily picked up with a small camel’s 
hair brush and transferred to a glass test tube. A smooth rubber cork should b 
used to stopper the test tube, for the mites will often disappear into the clefts of an 
ordinary cork. Before they are removed for identification, a few drops of ether 
on a cotton plug will quickly kill the mites. 

They may be found in the walls and ceilings of an infested room. As they 
prefer warm places, they should be looked for near stoves and hot water pipes 
Kitchens and bathrooms are rooms frequently infested. Cracks, crevices and 
drawers should be minutely examined. Of course, they will be found in larg: 
numbers in or near the nests of rats. Bishopp * stated that mites have been observed 
to drop from the ceiling of an infested room and to pass from one floor of a build- 
ing to another along pipes extending through the floor. According to Dove and 
Shelmire, the tropical rat mites are not easy to find, even in localities where they 
are known to occur. However, in the home of my patient I found the mites craw] 
ing on the kitchen wall above the sink within thirty seconds after starting my 
search for them. 

Distribution.—Apparently the tropical rat mite has a wide geographic distribu- 
tion. It has been found in Egypt, Abyssinia, Argentina and Australia.’ In the 


Fig. 1—Female tropical rat mite, dorsal aspect. 
United States it has been found in large numbers in Texas.'® Dove * reported that 
it had been found also in Maryland, Virginia, Georgia, Mississippi and Missouri. 
Weber ° reported finding it in Chicago. Professional vermin exterminators tell me 
of their knowledge of the mite, which apparently is not shared by most physicians. 
While not all rats and mice are infested with tropical rat mites, one should be on 
the lookout for them wherever their natural hosts are present. 


RAT MITE DERMATITIS 
Probably the earliest account of the blood-sucking tropical rat mite attacking 
human beings was recorded from Australia by Cleland.' He wrote as follows: 
“Recently in Adelaide the employees of a manufacturing stationer were much 
bothered by small mites getting onto their persons and finding their way to hairy 
parts, especially the pudenda. There they produced intense irritation, necessitating 
immediate retirement to the lavatory where the small mites were detected.” Rats 


9. Cleland. Hirst.? 
10. Bishopp.* Shelmire and Dove. 
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\lus decumanus {Mus norvegicus] ) were found in large numbers, even nesting 
mong old papers. In such situations mites were in abundance and easily crawled 
nto those turning over the litter. From one such nest containing young rats, a 
rge number of the mites were obtained. In character they resembled Laelaps 
gilis, though differing slightly in the shape of the body and in the character of 
e bristles. There is no record of these particular mites being studied further, 
it undoubtedly they were tropical rat mites, for specimens sent from other sources 
in Australia by Cleland were identified as Liponyssus bacoti by Hirst,’ and- he has 
stated that this species is of exceptional interest, owing to the fact that it readily 
ittacks man. 

Hirst > reported that tropical rat mites had bitten human beings in a_ boot! 
factory and seed shop at Sydney, Australia, and on the wharves at night at Free- 


mantle, Australia. Specimens were also found on human beings at Perth. 
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Fig. 2.—Liponyssus bacoti Hirst; 4, ventral aspect of female; B, dorsal aspect of female; 
, dorsal aspect of male; D, dorsal aspect of protonymph (from Hirst 7*). 


The first published reference to the occurrence of rat mite dermatitis in the 
United States was made by Bishopp* from Dallas, Texas. The initial outbreak 
of this mite as a pest to man was coincident with a tremendous increase in the 
number of rats in 1920 and 1921. The rats and the mites were found in both modern 
steel and concrete and old frame and brick structures. The mite troubles were 
largely confined to buildings in the business sections of the city. The mites attacked 
persons in department stores, grocery stores, a railroad office building, a motion 
picture theater and federal buildings and in a music store adjacent to a restaurant. 
The mites were even found on the tenth floor of one building. 

In 1931 Shelmire and Dove * made an extensive report on rat mite dermatitis 
occurring in Dallas and other parts of northern and eastern Texas. Three members 
of a family consulted Dr. B. D. Shelmire for an eruption which had been diagnosed 
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as scabies but which had been uninfluenced by sulfur medication. The dermatit 
presented by the father and mother might easily have passed for a mild infestation 
of Sarcoptes scabiei. The girl, aged 18 months, presented a diffuse, extremel: 
pruritic papular eruption on the body with secondary excoriations and pustules 
On the face, neck and scalp a few scattered papules were present, which eliminate: 
the possibility of scabies. On search of the patients’ apartment, mites, many oi 
which were engorged with blood, were found on the walls of the room, on the bed 
and on the body of the child. These were identified by Dr. W. E. Dove a: 
Liponyssus bacoti. Five additional families in the apartment house were affecte: 
by bites of the parasites. Shelmire and Dove reported that about 200 additional! 
cases had been brought to their attention. These patients had been bitten in 
theaters, a hospital clinic and laboratory, department stores, seed stores, hardwar 
stores, a shoe shop, a restaurant, private homes and apartment buildings. 

Weber ° reported rat mite dermatitis in a group of department store employees, 
appearing after a campaign to eradicate rats from the store. He found the mites on 
the patients’ skin, on dead rats and on boxes of merchandise. The mites were 
identified as Liponyssus bacoti. After the store had been fumigated with hydro 
cyanic gas, the trouble ceased. 

Character of Attack and Types of Eruptions Produced.—The larvae, nymphs 
and adults attack man freely. According to Bishopp,’ the pale, unfed nymphs 
usually appear in greatest numbers and are thought by some to bite more frequentl) 
than the adults. All crawl rather actively and frequently do much running about 
over the body, biting here and there. Some annoy by crawling about without biting 
3ites may occur on any part of the body. Buishopp states that apparently the arms 
and legs suffer most, and that there is some tendency of the mites to bite where 
there is some constriction of the clothing, as around the belt line. Shelmire and 
Dove * stated that young children are also bitten on the face and hands. Young 
children usually present a more extensive involvement than adults in the same 
household. The bite of the mite produces a sharp, itching, painful sensation. At 
this time the mites may be found by the victim. Usually there is more or less 
irritation and itching at the site of attack for several hours. Both Bishopp * and 
Shelmire and Dove * stated that a mild fever may follow the bites. 

The primary lesions are small urticarial papules and wheals, varying in size 
from a pinhead to a small pea or larger, depending on the reactivity of the skin 
of the host. In the center of each lesion is a small punctum, occasionally a minute 
vesicle. According to Shelmire and Dove,* frank vesicles are often present in 
children, and 1 of their patients with an extensive pruritic vesicular erupton had 
been quarantined because of a diagnosis of chickenpox. The wheals lack the 
hemorrhagic character usually typical of bedbug bites. Bishopp* stated that a 
small hemorrhagic area is present which seldom persists more than two days. 
Neither Shelmire and Dove* nor I observed this. There is a definite tendency 
to grouping of the lesions because of the piecemeal feeding of the mites. Because 
of the character of the lesions and their grouping, they are indistinguishable from 
flea bites. 

Diagnosis.—Rat mite dermatitis must be differentiated from bites of fleas, bed- 
bugs, chiggers, grain and harvest mites and bird mites, from scabies and pediculosis 
corporis and from all other forms of acariasis. In states such as California, where 
flea bites are common, the dermatitis may be ascribed to these and the possibility 
of the bites being due to rat mites entirely overlooked. In small children with 
large numbers of bites, the eruption must be differentiated from chickenpox and 
lichen urticatus as well as from scabies. It must be emphasized that when a para- 
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tic infestation 1s suspected a definite diagnosis cannot be made until the parasite 
is been found and identified. A careful history is most important, as this will often 
ndicate in what directions one should conduct the search. It must be remembered 
at rats and mice, while most often found in or near buildings in which food is 
tored or served, may be found in any new or old building of frame, brick, or steel 
nd concrete construction. While all rats and mice are not infested with the tropical 
at mites, nevertheless the inference is clear that rat mite dermatitis may occur 
Imost anywhere. 
RELATION TO ENDEMIC TYPHUS 
During their studies on the tropical rat mite and on a dermatitis caused by bites 
this mite, Dove and Shelmire '! learned of the coimecidental occurrence of this 
parasite with endemic typhus. It seemed likely to them that the parasites might be 
‘oncerned in the transmission of the disease. With “clean,” or noninfected, mites, 
hey were able to transmit this disease experimentally from infected guinea pigs to 
noninfected guinea pigs and from infected guinea pigs to noninfected rats. They also 
were able to transmit this disease experimentally from infected guinea pigs to non- 
infected guinea pigs and from infected guinea pigs to noninfected rats. They also 
obtained evidence of the hereditary transmission of endemic typhus by mite larvae. 
female mites fed on an infected guinea pig and became engorged with blood. Seven 
days later, when eggs of these females hatched, the young larvae fed on a “clean,” 
or noninfected, guinea pig. This guinea pig, receiving bites of the larvae, contracted 
endemic typhus. 
SUMMARY 
An acariasis originally diagnosed as scabies was found to be due to the blood- 
sucking tropical rat mite, Liponyssus bocoti Hirst, 1914. A review of the literature 
reveals that since 1913 cases of a similar nature have been reported. It is suggested 
that a dermatitis from the bites of the tropical rat mite 1s common but often | 
| 


overlooked. 

ADDENDUM.—Since this paper was written, I have found that another case of 
rat mite dermatitis has been reported by Dr. Hiram FE. Newton ( Newton, H. E.: 
Tropical Rat Mite Infestation, California & West. Med. 57: 143 | Aug.] 1942). | 
Additional cases have been observed by me. 

1930 Wilshire Boulevard. 


11. Dove, W. E., and Shelmire, B.: Tropical Rat Mites, Liponyssus Bacoti Hirst, Vectors 
of Endemic Typhus, J. A. M. A. 97:1506-1511 (Nov. 21) 1931; footnote 8. 
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TUBEROUS SCLEROSIS 


REPORT 


OF A CASE 


CAPTAIN ZENAS B. NOON ano CAPTAIN O 
OF THE UNITED STATES 


MEDICAL CORPS, ARMY 


Tuberous sclerosis (epiloia), or Bourneville’s 
disease, is a sufficiently uncommon clinical entity 


to justify the report of a case, particularly of 


an abortive case with variations from the classic 
symptom triad of idiocy, epilepsy and adenoma 
sebaceum as delineated by Vogt.’ 

In Europe the incidence in institutions for 
epileptic and feebleminded patients is about 0.6 
per cent. In the United States it varies from 
0.1 to 0.5 per cent in such institutions. Ander- 
son * estimated the general incidence of tuberous 
sclerosis to be about 0.0002 per cent. Ross and 
Dickerson * expressed the opinion that the actual 
incidence is greater than this figure. However. 
many atypical cases undoubtedly go undiag- 
nosed, particularly if the disease is not kept in 
mind. Consequently, it may be much more 
common than is suspected. 

The disease generally manifests itself in 
infancy, though it may not be recognized until 
many years later. Usually the symptoms refer- 
able to the nervous system are most pronounced, 
though frequently the cutaneous manifestations 
or tumors of the viscera may predominate. 
Classically the features for the recognition of 
tuberous sclerosis are adenoma sebaceum of the 
face, mental deficiency and convulsions. The 
symptoms of involvement of the nervous system 
are manifested by local or generalized convulsive 
seizures and mental deficiency, the latter being 
present in the majority of cases. There are a few 
reported instances in which the patient’s men- 
tality was normal or slightly below normal. 

Adenoma sebaceum is the most consistent of 
the cutaneous lesions and is of the greatest 
unportance from a diagnostic standpoint. Other 
cutaneous lesions frequently associated with the 
adenoma sebaceum are pedunculated polyps, pig- 
mented nevi, cutaneous fibromas and periungual 

1. Vogt, H.: Zur Pathologie und_ pathologischen 
Anatomie der verschiedenen Idiotieformen: II. Tu- 
berose Sklerose, Monatschr. f. Psychiat. u. Neurol. 24: 
106, 1908. 

2. Anderson, C. L.: Epilepsy in the State of Michi- 
gan, Ment. Hvg. 20:441, 1936. 

3. Ross, A. T., and Dickerson, W. W.: Tuberous 
Sclerosis, Arch. Neurol. & Psychiat. 50:233 (Sept.) 
1943. 
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If the lesion was of a broad, flat type the 
thinner and flatter. In either case the 


me brittle. There also appeared a small 


to the size of the head of a small match. 
er small warty growths began to develop 
aspect of each thigh. 
istory of the patient appears to be sig- 
1934 he had pneumonia. Later in_ the 
tured his right leg. During this same vear 
as removed, presumably because of infec 
important, on two occasions he had periods 
isness. The first attack occurred when he 
He stated that he “passed out” 


lat, broad periungual fibroma with associ 
ng, flattening and brittleness of the nail. 


is way to the bathroom. He did not know 
he was unconscious or whether he had a 


seizure. However, he did not believe that 


bitten his tongue or had had any incontinence 


feces. He was weak aiter this attack and 
bed for two days. The second episode 
1942 while he was eating in a restaurant. 
imself becoming dizzy, and again he “passed 
en he regained consciousness, he had abdom- 


and was apparently somewhat confused men 


his lasted for about two hours. He did not 


tongue at this time, and he was not told by 


vhether or not he had had convulsions. 
ily history was essentially noncontributory. 
r died suddenly at the age of 57, presumabl\ 
attack. His mother was living and well 
er died in infancy from an accident and 
m pneumonia. One brother was living and 
sister died in infancy, but the cause of her 
unknown. Another sister died at the age 
neumonia. Two sisters were living and well, 
whom had a child 9 years of age who had 
since the age of 3 years. This child had 
deteriorated mentally and was removed 
at the age of 8. No other members of 
liate or past family had had epilepsy, nor 
a history of insanity in the family. 
| examination the patient was found to be 
ished and well developed and of about average 
On the left side of the forehead there 
1on measuring 214 by 3 inches (6.3 by 7.5 cm.) 
sented a rather pale, elevated nodular appear- 
is was stated to have been present for as 


the patient could remember, and a few years 


val by electrocoagulation was attempted. On 
the nose there was a pedunculated vascular 


h on the skin of the septum of the nose 


growth measuring 5 mm. in diameter. The left eye 
had been removed, and the patient wore a prosthesis. 
The vision of the right eye was 20/20, and the fundus 


was normal. The results of the neurologic examina- 


tion were essentially normal. The patient’s intelligence 


quotient was 91, and his mental age was 12 years. 
On the upper medial part of each thigh there were 
sixty-five small pedunculated warty appearing polyps, 
the largest of which was about ™% inch (1 cm.) in 
length. There were mild varicosities in the leit leg. 
Some of the toe nails were deformed. Some were 
grooved, and others were flattened; but all were dry 
and brittle. The groove began under the eponychium 
and extended to the distal end of the nail. Lying in 
each groove and occupying a portion of it was a 
pinkish nontender elongated growth that arose from 
under the eponychium. From the great toe nail this 


growth was centrally located. The growth on_ the 
middle toe was flat, almost covered the entire nail and 
arose from under the eponychium. This nail was 


flattened, thin, dry and brittle. There was a small 
} 


growth on the fourth toe which lay in a groove, and 


eveloped, elongated lesion on the fifth toe 
On the right foot the third toe nail 


was flattened, and a fibrous growth partially overlay 


Nail Was present. 


the central portion of the nail. Similar lesions were 
found on the fourth and fifth toe nals. 

There were similar growths involving the finger 
nails of both hands. Those involved on the right hand 
were the index and middle finger nails. On the left 
hand there were lesions of the nails of the index and 
little fingers. 

The results of laboratory examinations were essen 
tially normal. The Kahn reaction was negative, and 
the urine was normal. Determinations of blood chem- 
istry showed: nonprotein nitrogen, 20.7 mg.; choles- 


Fig. 2. 


of the nail. 


Periungual fibroma associated with grooving 


terol, 238 mg.: phosphorus, 3.9 mg., and calcium, 10 
mg. per hundred cubic centimeters. A roentgenogram 
ot the skull revealed a discrete dense calcified mass 
3 mm. in diameter apparent in the brain in the region 
of the knee of the left lateral ventricle. The pineal 
gland was partially calcified and bore a normal rela- 
tionship to the calvarium. Otherwise no changes were 


found. Roentgenograms of both hands and feet showed 
nothing significant. The chest was normal. The gas- 
trointestinal series was entirely normal. 

Biopsies were made of the lesions on the forehead, 
nose, groins and toes. The specimen from the growths 
surrounding the toe nail was firm and covered with 
epidermis which rested on a core of dense fibrous con- 
nective tissue. Microscopically, it was composed prin- 
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cipally of a pedunculated growth of connective tissue 
covered The surface keratin was thick. 
The layers of the epidermis were normal. The 
nective tissue was composed of thick bands of collagen 
with scattered spindle-shaped The blood 
vessels were numerous but normal in appearance. The 
the growth from the forehead showed a 
normal epidermis with layers of normal thickness. In 
imperfectly 


by epidermis. 
con- 


fibrocytes. 


section of 
the dermis 
hair and 
some of which lay free in the connective tissues and 
There was a tendency to 
grouping of the sebaceous glands. The sweat glands 
were dilated but were otherwise not unusual. 

The polypoid lesion from the nose showed numerous 
small blood channels embedded in a loosely arranged 
connective tissue. Many of these were filled with red 
blood cells. The endothelium of the vessels was hyper- 
and cells similar to endothelial cells were found 

the Scattered lymphocytes and 
plasma cells were seen. The epidermis was thin. 

‘he tumors from the groin papillary 
appearance of the epidermis with some of the rete 
pegs extending fairly deep into the dermis. The dermis 
was composed of dense strands of hyaline connective 
tissue in which there were numerous dilated and hyper- 
emic capillaries. There was only a slight amount of 
inflammatory reaction. 

During hospitalization the patient did not have a 
period of unconsciousness. 


were many degenerated or 


formed follicles numerous sebaceous glands, 


others adjacent to follicles. 


plastic, 


between capillaries. 


sh wed a 


COMMENT 


It is felt that the diagnosis of tuberous 


sclerosis is clinically established in this case by 
the presence of adenoma sebaceum, periungual 
fibroma, pedunculated polyps and a calcified 


DERMATOLOGY 


AND 


PHILOLOGY 


area in the brain with a history of unc 


ness without definite convulsions, whi 
equivalent, and 
immediate fan 
and is 


have been an epileptic 
tory of epilepsy in the 
appeared early in life 
progressive mental deterioration. 
and Dickerson * in_ their 


Ross 


ot convulsions and adenoma sebaceum fi 


associat 


stud 
cases with reference to the time of apy 


in only 1 of the 17 cases did the appea: 


the sebaceum antedate the onset of con 


In our case the adenoma sebaceum on 
head was present long before the appe 
the spells of unconsciousness. The 
the cutaneous 


adenoma 


appearance of 


this case was 


fibroma, vascular nevus and, finally, 


pedunculated polyps. The last three 


manifestat 
sebaceum, periu 


within a relatively short period of eac! 


So far as can be determined, there has | 
We have been w 


mental deterioration. 


determine the reason for the removal of the 


eye, but from the description given by the pat 


the disease was probably ophthalmitis, 
retinal tumor could have been present. 


CONCLUSION 


In a patient with tuberous sclerosis with pr 
manifestations, 


dominance of cutaneous 


was early development of adenoma sebaceum a: 


absence of mental deterioration. 
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KAPOSI’S VARICELLIFORM 


ERUPTION 


: REVIEW OF THE LITERATURE AND REPORT OF TWO CASES OF ITS OCCURRENCE 
-— IN ADULTS * 
ROBERT L. BARTON, M.D. 
First Assistant in Dermatology and Syphilology, Mayo Clinic 
AND 
LOUIS A. BRUNSTING, M.D. 
ROCHESTER, MINN. 
textbook published toward the close the upper part of the thorax. The submaxillary nodes 
were swollen and tender. In this condition the patient 
‘the nineteenth century Kaposi' described 
was admitted to the hospital. 
s compheation ot infantile eczema, not previously Examination at the time of admission revealed pro 


d, based on his observation of 10 patients 
varicelliform eruption.” His description 
as scarcely been improved on in the subsequent 
entury. Inasmuch as the disease is rare, 
childhood, we should like to report 2 

ises in which the patients were adults. Both 


id chronic atopic dermatitis. 


REPORT OF CASES 
A white physician aged 30 years had been 
peatedly by members of the dermatologic staff 
| ine 1939, because of atopic dermatitis (ds- 
ere .minated neurodermatitis) from which he had been 
ing since infancy. Off and on there had been 
racteristic remissions and relapses. There was no 
hay fever, asthma, migraine or urticaria. He 
een vaccinated against smallpox at the ages of 5, 
14 and 22 years. On the last occasion there was a 
; tion designating an “accelerated take.’ At this 
6, in spite of the fact that eczema was present, 
is no untoward influence of the vaccination on 
lition of the skin. 

in April 1942, the condition of the skin about 
neck, wrists and groins was worse than 
Qn April 26 he noted enlargement of the sub- 
lymph nodes, with tenderness. The following 
there were vesicles on the central portion of 
and by afternoon of the same day these had 
over the chin to the submental area. Under 
ssion that impetigo contagiosa was present, 
applied 5 per cent ammoniated mercury 

the affected site. 
xt morning, on April 28, two new lesions 
on the right side of the cheek. Soon the 
ht side of the face was involved, and at all 
re were appreciable redness and swelling and 
nd fever were present. By the evening of 
lesions had appeared over the entire neck and 


the Section on Dermatology and Syphilology, 
linic. 
preliminary report, Proc. Staff Meet., Mayo 
18:199 (June 30) 1943. 
iposi, M.: Pathology and Treatment of Diseases 
kin for Practitioners and Students, translated by 
hnston, New York, William Wood & Company, 


nounced edema and erythema of the skin of the face, 
neck and upper part of the thorax. On this bright red, 
swollen base oozing and crusting were taking place 
The submaxillary and submental lymph nodes wert 
large and tender. Within a few hours after his admis 
sion there was a sharp chill followed by a rise in 
temperature to 103 F. . 

The nature of the patient's illness was obscure at 
this time; the possibility of impetigo plus an added 
reaction of irritation from mercury seemed likely 
Within a day or two there was a succession of chills 
and fever, with profound systemic reaction. 

A troublesome cough developed, and there was a 
sensation of “tightness” in the thorax. Diarrhea was 
noted, the liquid stools numbering as many as eight in 
one day, and for two days there was incontinence of 
feces and urine. In spite of treatment, the symptoms 
persisted, and the temperature rose gradually to a crest 
of 105 F. on the sixth day. At this time, too, there 
were severe headache and stiffness of the neck which 
could not be relieved by analgesics. On May 3, the 
eighth day of the disease, when the fever and systemic 
reaction seemed to be receding, there was a change in 
the nature of the eruption. Discrete lentil-sized um- 
bilicated vesicular pustules were noted at the periphery 
of the involved sites. The lesions demonstrated a 
tendency toward grouping (fig. 1). On May 5 for the 
first time lesions appeared at more remote locations, 
involving the wrists and groin. Herpes zoster gen- 
eralisatus was then considered a likely diagnosis. Sulfa- 
thiazole in sizable doses was administered by mouth, 
but it had no influence on the course of the disease 
(fig. 2 
During the next few days new crops of umbilicated 


vesiculopustular lesions appeared, and it now became 
apparent that the eruption bore a close resemblance 
to vaccinia. 

On May 11 there appeared a small vesicular lesion 
on the cornea of the eye. A superficial ulcer developed, 
which subsequently healed and left a faint scar. The 
mucous membranes of the mouth presented no lesions. 
3urning epigastric distress was severe. After reaching 
its peak, the fever terminated by lysis. On May 18 
the patient was dismissed from the hospital, having lost 
15 pounds (about 7 Kg.) during his stay; subsequently, 
he lost most of the hair of his scalp, but there was 
complete regrowth during the ensuing six months. At 
the time of dismissal there were small pitted pigmented 
scars on the face, neck and thorax, which were barely 
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100 ARCHIVES OF 
discernible at a short distance. The original atopic 
dermatitis seemed to be unaffected by the acute inter- 
current process. 

Laboratory Studies——Results of blood cultures taken 
on May 1, 4, 5 and 6 were reported as negative. 
Agglutination tests for Eberthella typhi, carried out 
with the patient's serum, likewise gave negative 
results. 

Aside from a moderate degree of albumimuria on 
May 2, the urine remained normal on examination. 
Hematocytologic studies were made at frequent inter- 
The leukocytes never exceeded 12,500 cells per 
cubic millimeter, and the differential count revealed 
80 per cent polymorphonuclear neutrophils, 13 per cent 
The erythro- 


vals. 


lymphocytes and 7 per cent monocytes. 
cytes numbered 4,520,000 per cubic millimeter, and the 


Fig. 1 (case 1).—Appearance of the patient at the 
crest of the systemic reaction. Note the degree of 
edema of the neck and the confluence of the vesico- 
pustular lesions. 


hemoglobin content of the blood was estimated at 14 
Gm. per hundred cubic centimeters. The urea content 
of the blood was reported as 16 mg. per hundred cubic 
centimeters. The carbon dioxide-combining power of 
the blood ranged between 46.6 and 54.1 volumes per 
cent. Roentgenograms of the thorax were taken re- 
peatedly and were reported as showing nothing abnormal. 
Cultures from several vesicopustules of the face yielded 
pure growth of Staphylococcus aureus. The result 
of the Paul test was negative. 

Case 2——A white woman aged 21 years had been 
seen repeatedly since 1934 because of atopic dermatitis 
and diabetes mellitus. Eczema had been present since 
infancy. She had been vaccinated successfully as a 
child. On Dec. 22, 1942, a “cold sore” was noted at 
the left angle of the mouth. Three days later a 
vesiculopustular eruption appeared on the face, neck 
and upper part of the thorax, associated with swelling 
of the skin in these sites and enlargement of the cervical 


DERMATOLOGY 


AND SYPHILOLOGY 


lymph nodes. The patient did not feel il! 
temperature at the time did not exceed 10 
3a and bd). 

One week after the onset of the new erup: 
patient reported to the clinic and was ad 
the hospital, not only because of the eruption | 
she had recognized a return of severe gly 
the hospital the course of her disease was 
Her temperature never exceeded 100 F. 
time was malaise prominent. On January 5, 
was dismissed from the hospital, the skin pres: 
areas of residual erythema and pigmentatio: 
diabetic complication was under control. T} 


tous lesions remained unaffected by the intercyr; 
eruption. 
Laboratory Studies —The leukocyte count was 43 


per cubic millimeter. The differential count dis¢ 
77 per cent polymorphonuclear neutrophils, 15 per 
lymphocytes and 8 per cent monocytes. Sugar 


present in large quantities in the urine. 


Days | 7/6/9/100' u'p 
3 
Temperature 
: 
99 
98 
7 
got 
§| 
10 
00 
20 
60 
7 
Respiration 
10 
Sulfathiazole 90 
_Grally. in grams) 30 75 90/120 
[Sulfathiazole in blood 
(ng per occ) |__| 52 | 
__No. of stools 
Blood culture | 


Fig. 2 (case 1).—Reproduction of the hospital chart 
of the patient, illustrating the severe systemic reactior 


BACTERIOLOGIC INVESTIGATION 

The following studies were made by Dr. F. R 
Heilman, of the Section on Bacteriology anc 
Parasitology : 

In case 1, cultures from lesions on the {3 
revealed a pure growth of Staphylococcus aurets 
The result of the Paul test was negative. 

In case 2, material from the pustules cultur 
on blood agar produced many _ colonies 
Staphylococcus aureus. The Paul test gave 
In histologic sections of 
cornea of the used for the Paul 
Guarnieri bodies were not found. Scraping 
from a portion of the washed cornea of the 
bit used for the test were passed by cornea 
scarification through several more rabbits w" 
the consistent production of typical herpe' 
keratitis, indicating the presence of the virus 
herpes simplex. One ear of a rabbit Ww 
scratched to allow inoculation with this virus! 
lesions did not result, while on the other & 


negative result. t 
rabbit 
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sh was seratched to allow inoculation with 

wi ‘cinia virus, typical vaccinia pustules 

- thus, in a rabbit shown to be sus- 

vaccinia, the virus isolated from the 
S .tient did not produce lesions on the skin. 

rmore, the bacteria-free virus isolated 

m the patient by passage through a rabbit 

| typical encephalitis of herpes on intra- 

ection into mice. In addition, immune 

perties against the virus of herpes simplex 


TREATMENT 
Both patients were treated with wet com 
presses applied to the skin. The most satisfac 
tory preparation was 0.05 per cent aqueous 
solution of potassium permanganate. Sulfathia- 
zole was administered internally. In case 1, suf- 
ficiently large quantities were given to produce 
a concentration in the blood of 7.2 mg. per 
hundred cubic centimeters. Beneficial effect 
from this drug was not observed. 


ture’ ere demonstrated in the serum of a rabbit 
of [which had recovered from keratitis produced by 
ave afm@eeTneal inoculation with the virus isolated from 
f thefthe patient. By means of the conventional 
| tes fM@eutralization test, it was found that this serum, 
ping fF Contrast to normal rabbit serum, protected 
against the equivalent of 80 minimal lethal 
doses of a known herpes virus. 


wit ‘hus, the virus isolated from the patient was 
rpet eon to be that of herpes simplex ; no evidence 
xis OM the presence of vaccinia virus was obtained. 
wage? known herpes virus had been in the laboratory 
1s bug "eTe the work was done for several years pre- 


OUS to the present experiments. 


res Fig. 3 (case 2).—Typical discrete vesicopustules are present on the face and neck. 


NOMENCLATURE 

In the literature, Kaposi's varicelliform erup- 
tion is to be found described under a variety of 
names. aposi applied the term ‘eczema her- 
petiforme’ to the disease. A few years 
later Juliusberg’ described the disease un- 
der the title “pustulosis acute varioliformis.” 
Since that time the disease has been discussed 
under the following titles: “acute vacciniform 
pustulosis,’ “pustulosis varioliformis seu vaccin- 
iformis acuta,” “vacciniform pyoderma,” “‘varioli- 


2. Juliusberg, F.: Ueber Pustulosis acuta vari- 
oliformis, Arch. f. Dermat. u. Syph. 46:21-28, 1898. 
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form pyoderma,” * “pustulosis vacciniformis with eczema vaccinatum, an eruption 


Kaposi,” “pyodermite postpuerpérale varioli- 
forme” * and, most recently, “dermatitis vaccin- 
ica.” 
ETIOLOGY 

Although the disease has been recognized for 
almost fifty years, there is no agreement among 
investigators regarding its cause. NKaposi sug- 
vested that a fungus might be the etiologic 
agent. Staphylococci have been found in_ the 
lesions by Juliusberg,? Brown,’ Freud," Govert,' 
King,” Bendre,’? Streitmann and Kooi."! 

Streptococci, in both long and short chain 
forms, have been found by Rasch,’? McLachlan 
and Gillespie,’ King,* Hoffken and Brain and 

Notwithstanding these findings, many observ- 
ers have been impressed by the striking clinical 
resemblance of this disease to the virus exan- 
thems and have postulated a viral causation for 
the disease ; in fact, some investigators '® have held 
that Kaposi’s varicelliform eruption is identical 


3. Kissmeyer, A., and Buhl, J.: Pustulosis vaccini- 
formis Kaposi, Rev. frang. de dermat. et de vénéréol. 
11:133-137 (March) 1935. 

4. Milian, G., and Fernet, P.: Pyodermite post- 
puerpérale varioliforme, Rev. frang. de dermat. et de 
vénéréol. 9:613-616 (Dec.) 1933. 

5. Brown, W. H.: Kaposi's Varicelliform Eruption, 
Brit. J. Dermat. 46:1-7 (Jan.) 1934. 

6. Freud, P.: Ueber Pustulosis vacciniformis acuta, 
Monatschr. f. Kinderh. 51:28-31, 1931. 

7. Goyert, K.: Ein Beitrag zur Pustulosis vaccini- 
formis acuta, Dermat. Wehnschr. 108:478-482 (April) 
1939, 

8. King, A. D.: Kaposi's Varicelliform Eruption: 
Report of Five Cases, in One of Which the Condition 
Began as Herpes Zoster, Arch. Dermat. & Syph. 39: 
1035-1039 (June) 1939. 

9. Bendre, V.: Ueber das Krankheitsbild der vari- 
oliformen Pyodermie (Pustulosis varioliformis acuta), 
Dermat. Wchnschr. 100:305-312 (March) 1935. 

10. Streitmann, B.: Ueber verioliforme Pyodermien, 
Arch. f. Dermat. u. Syph. 178:99-105, 1938. 

11. Kooij, R.: Acute Varioliiorm pustulosis, Nederl. 
tijdschr. ¥. geneesk. 81:571-575 (Feb. 6) 1937. 

12. Rasch, cited by Brown.5 

13. McLachlan, A. D., and Gillespie, M.: Kaposi's 
Varicelliform Eruption: An “Epidemic” of Sixteen 
Cases, Brit. J. Dermat. 48:337-356 (July) 1936. 

14. Hoffken, K. H., cited by Goyert.? 

15. Brain, R. T., and Lewis, B.: Investigation of 
Virus Diseases of the Skin, with Report of a Case of 
Kaposi's Varicelliform Eruption, Brit. J. Dermat. 49: 
551-560 (Dec.) 1937. 

16. Platou, E. S.: Eczema Vaccinatum, Am. J. Dis. 
Child. 48:333-334 (Aug.) 1934. Tedder, J. W.-.: 
Eczema Vaccinatum, Arch. Dermat. & Syph. 34:1008- 
1023 (Dec.) 1936. Ellis, F. A.: Eczema Vaccinatum: 
Its Relation to Generalized Vaccinia; Report of Two 
Cases, J. A. M. A. 104:1891-1894 (May 25) 1935. Pep- 
pel, A. W.; Murrell, T. W., and Fowlkes, R. W.: The 
Varicelliform Eruption of Kaposi, South. M. J. 35:667- 
671 (July) 1942. 


sults sometimes when an eczematous 
exposed to vaccine virus. 

While most recent investigators re 
disease as a viral infection, opinion is 
divided on the identity or indepen 
K\aposi’s varicelliform eruption and ecze: 
natum. That the two diseases cannot 
tinguished clinically is granted by all wh 
studied them. In a case of eczema vacci 
definite history of exposure of an e 
child to vaccine virus can usually be 
That the failure to secure a history of ex 
to vaccinia is not a measure of neglect 


tree 


part of the physician taking the history js | 
out by the fact that determined efforts 
made in most of the cases, including ours, 


cure any possible clue suggesting contac 
recently vaccinated persons. 
The cornea of the rabbit is especially su 


ble to the virus of vaccinia or variola, and usua 


keratitis develops within a few days after in 


tion.’ Microscopic examination of pr 


slides of such a rabbit's cornea will revea 


cal Guarnieri bodies. 
Freund '* alone was able to demonstrat 


cal Guarnieri bodies in the rabbit's cornea i 


ing inoculation with the contents of a | 


} 
1 


e ty 
10 


from a patient with Kaposi's varicelliform er 


tion. Since then, a number of investig: 
have attempted to confirm this obser 
without success. In some cases serial sect 
the cornea were included in the studie 
patients suffering from vaccinia, inclusion 


wor 
vatior 
1ons 


} 


may be demonstrated in specimens of skin 
tained far biopsy. Such bodies were sought 


in patients suffering from Kaposi’s varice 


eruption but could not be found by Fruhwal 


Govert,’ Bendre ® and Freund.'* Materia 


\ 


tak 


from patients with Kaposi's varicelliform er 


tion and injected intracutaneously and 


testicularly into guinea pigs and rabbits failed 
give any evidence of vaccinia virus, accordit 


Brain and Lewis '° as well as Bettley.*” 
Seidenberg *' has offered a valuable 
bution to the understanding of the nature 


17. Frihwald, R.: Pustulosis vaccinifor: 


beim Erwachsenen, Dermat. Wehnschr. 99:9 


(July) 1934. 


cont 


18. Freund, H.: Zur Atiologie der Pustulosis | 


ciniformis acuta (Kaposi-Juliusberg), Dermat 
schr. 98:52-58 (Jan.) 1934. 

19. Kooij.1! McLachlan and Gillespie.'® 
20. Bettley, F. R.: Kaposi’s Varicelliform 
Some Experimental Findings, Brit. J. Dermat 

225 (July) 1940. 
21. Seidenberg, S.: Zur Aetiologie der 
vacciniformis acuta, Schweiz. Ztschr. f. Patl 


4: 398-401, 1941. 
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BARTON-BRUNSTING—KAPOST'S 


He demonstrated that rabbits inoculated 
S01 wit rial from a pustule of Kaposi's varicelli- 
uption were easily susceptible subse- 
i ‘o the vaccine virus, whereas rabbits 
to Kaposi's varicelliform eruption pre- 
finite immunity to herpes virus, which 

that there was no cross immunity be- 

aposi’s varicelliform eruption and the 


sirus and that there was definite cross 


tu wuity between the virus of Kaposi's varicelli- 

i eruption and that of herpes virus. He con- 
a cluded that Kaposi's varicelliform eruption bore 
posure no etiologic relation to vaccinia and ventured 


pinion that the disease is a manifestation of 
pes infection in a person with an exudative 


PREDISPOSING CAUSES 

practically every case, patients with Ka- 
sis varicelliform eruption have had some pre- 
disease of the skin. The majority have 
usta suffered from atopic dermatitis. Of 67 cases 
|, 53 fell in this group (79 per cent). 

repat (ther diseases which have predisposed to NKa- 
al ty] post's varicelliform eruption are seborrheic der- 
13 13 


reported, 


tis,'’ impetigo,'* scabies '* and sycosis vul- 
Simple trauma,’ as well as the puer- 


toll also have been followed by the 


n ert (OY the 50 patients for whom the sex was 
ators listed, 30 were males and 20 were females. In 
rvation, M3] of the 67 cases (76 per cent) the patients 

ere children 3 years of age or younger. Only 
B 3 cases have been reported in which the patients 
ere more than 14 years of age. 


RELATION TO VACCINIA 
\t least 7 of the persons whose cases have 
een reported in the literature had been  suc- 
U tase B® cessfully vaccinated prior to the onset of Kaposi's 
1 varicelliform eruption. In these, the vaccina- 
|v Bion had been done months or years previously. 
all pendre’s* patient had been successfully vacci- 
nated three times, and the patient represented 
our case 1 had been vaccinated four times. 
cont Particularly interesting are those cases in 
ts which vaccination has been attempted after re- 
ery from Kaposi’s varicelliform eruption. In 
pall cases the vaccination was successful. In 
Bone of these did the patient exhibit the immune 
ae ee” accelerated reaction but went on to develop- 
\ ent of the nonimmune reaction in the span of 
ys Benedict and Wiedmann **  vacci- 
® -2 McLachlan, A. D.: Kaposi’s Varicelliform Erup- 
en. bet. J. Dermat. 46:8-11 (Jan.) 1934. 
- ffken.14 Freund.18 
“Be Penedict and Wiedmann: Pustulosis Vaccini- 
abstracted, Dermat. Wehnschr. 101:1248 


1935. 


ad ¢ 


jz = 


V ARICELLIFORM ERUPTION 103 


nated their patient after his recovery from 
Kaposi's varicelliform eruption with 0.1 cc. of 
a 1 to 200 solution of vaccine virus. They 
obtained a characteristic positive reaction at the 
site of inoculation in ten days. In Ronchese’s * 
case a positive “take” failed to develop, but the 
child clearly was suffering from eczema vacci 
natum and had been exposed to vaccine virus. 

The course of Kaposi's varicelliform eruption 
in patients previously vaccinated did not seem 
to differ materially from that in patients who had 
not been so vaccinated. 


DIAGNOSIS 


Although the eruption, fever and adenopathy 
present an impressively characteristic syndrome 
when fully developed, in its early stages Kaposi's 
varicelliform eruption may be confused with 
other disorders. The difficulties in our cases 
already have been stated. At different times we 
considered likely possibilities dermatitis 
venenata, impetigo contagiosa and herpes zoster 
generalisatus. Goeckerman and Wilhelm *° ex 
pressed the belief that their patient was suffer- 
ing from rhus dermatitis early in the course of 
his illness. Brown considered the possibility of 
an unusual iodide eruption or smallpox before 
making the diagnosis of Kaposi's varicelliform 
eruption in his case. McLachlan’s patient was 
kept in isolation for several days because she 
was thought to have smallpox. King’s 72 year 
old patient suffered from an eruption which, 
after careful scrutiny, appears to us to have been 
herpes zoster yeneralisatus rather than Kaposi's 
varicelliform eruption, under which title the case 
was reported. 

Kaposi's varicelliform eruption can usually be 
distinguished from varicella by the severity of 
the symptoms of the former, particularly the 
febrile reaction. Variola is characterized as a 
unimorphous eruption whereas Kaposi's varicel- 
liform eruption appears in recurrent crops. The 
delled vesicopustule serves to distinguish 
Kaposi’s varicelliform eruption from an iodide 
eruption as well as from dermatitis venenata. 
Herpes zoster generalisatus is many times pre- 
ceded by the zonal type of herpes zoster; oc- 
casionally it is associated with the lympho- 
blastomas. 

The disease runs a fairly characteristic course. 
In almost every case there is some antecedent 
disease of the skin, usually atopic dermatitis. 


25. Ronchese, F.: Dermatitis Vaccinia (Kaposi's 


Varicelliform Eruption), Arch. Dermat. & Syph. 47: 
613-619 (May) 1943. 

26. Goeckerman, W. H., and Wilhelm, L. F.: 
Kaposi’s Varicelliform Eruption: Report of a Case, 
Arch. Dermat. & Syph. 32:59-61 (July) 1935. 
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The disease is usually ushered in with high 
fever, malaise, regional lymphadenitis and intense 
edema of the affected skin, on which, sooner or 
later, appear lentil-sized umbilicated  vesico- 
pustules arranged discretely or in groups and 
limited almost exclusively to the portions of the 
skin previousiy involved by the preceding 
cutaneous disease. The characteristic lesions are 
situated on a brightly erythematous base. In a 
few days they crust over or break open, exposing 
the corium. New lesions continue to appear 
during the first seven to ten days of the illness. 
They heal with little scarring. 

Suff neck, severe headache, burning pain in 
the epigastrium and incontinence of urine and 
feces were noted in our cases. Brain and 
Lewis '° reported that their patient had hemor- 
rhagic diarrhea. 

Other complications which have appeared in 
connection with Kaposi's varicelliform eruption 
are anuria,*® otitis media,® purulent rhinitis,?* 
conjunctivitis,** tetanic spasticity and shallow 
corneal ulcers; in addition, gangrenous slough, 
abscesses and suppuration of the regional lymph 
nodes '* have been described. 

That the eruption is not limited to the skin 
alone but may involve the mucous membranes of 
the mouth is attested by the reports of Brain 
and Lewis, Feit *** and McLachlan and Gillespie. 


PROGNOSIS 


Sutton and Sutton ** have asserted that fatali- 
ties are rare. The gravity of the prognosis may 
be estimated by the fact that 17 of the 67 patients 
who have been the subjects of reports in the 
literature died (25 per cent). The mortality 
was lower among adults than among children. 
Among 13 cases in which the patients were 
adults and the diagnosis could be accepted with- 


27. Corson, E. F., and Ludy, J. B.: Kaposi’s Vari- 
celliform Eruption: Report of Three Cases, Am. J. Dis. 
Child. 50:1476-1481 (Dec.) 1935. 

28. (a) Feit, H.: Pustulosis Vacciniformis Acuta 
(Juliusberg) Followed by Anuria and Tetanic Spas- 
ticity: A Complicating Disease of Infantile Eczema, 
New York State J. Med. 33:645-647 (May 15) 1933. 
(b) McLachlan and Gillespie.13 

29. Sutton, R. L., and Sutton, R. L., Jr.: Diseases 
of the Skin, ed. 10, St. Louis, C. V. Mosby Company, 
1939. 


out reservation, there were 2 deaths 


51 cases in which the patients were 
years old or younger, there were 14 ci 
per cent). 
COM MUNICABILITY 

The disease can assume epidemic pr 
in a dermatologic ward. McLachlan 
lespie reported 16 cases in a single epic 
is interesting to note that eight days 
first patient was admitted to the wa: 
cases of the disease appeared, whicl 
that this length of time is the incubatior 

In this connection it is of interest als 
that several instances have been rey 
which the disease has been transmitted t 
engaged in the care of patients suffer 
Kaposi's varicelliform eruption. Thus, 
berg reported the appearance of chai 
lesions on the eyelids of the mother of 
affected with the disease ; it was later dis 
that the mother frequently had held 


close to her face during his illness. McLachla 


and Gillespie cited the development of 


bullous lesions of the hands and arms of sever 
nurses exposed to affected children duri: 


epidemic. Vesiculopustular lesions deve! 
the hands of 3 nurses while caring 


patient represented in our case 1; Staphy! 


cus aureus was obtained by culture 


instance. None of the nurses had dissemi 


lesions, nor was malaise or fever noted. 


SUMMARY 


After a review of the literature on hay 
varicelliform eruption, it seemed incumbent o1 


to report 2 cases in which the patients 


adults. Both had atopic dermatitis. No evider 
of vaccinia virus was obtained in either case. 
case 2, the virus of herpes simplex was tsolat 


The theory that Kaposi's varicelliform erupt 
is caused by the virus of vaccinia was not sit 


ported by the findings in these 2 cases 


evidence tends to support the opinion that ts 
rated It 


disease is a manifestation of the exagge 


actions of persons with exudative diathesis, s 


as atopic dermatitis, to the virus of 
simplex. Neither of our 2 patients respo 
treatment with sulfathiazole 
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JUXTA-ARTICULAR 


NODULES 


H. D. CHAMBERS, M.D. 


erest shown recently in the subject of 

ular nodules is certain to be further 

by the brief but excellent historical 

the literature by Drs. Kalz and Newton 

- of the ARCHIVES OF DERMATOLOGY 
r1LoLoGY for December 1943. 

tatement that small though palpable 

ay occur frequently and most likely 

attention of the examiner in a routine 

syphilis has left me wondering how many 

ses I may have passed over. It 1s, 

for the small lesions that differential 

sis becomes most difficult. The number 

of syphilitic juxta-articular nodules seen 

s small, no doubt because of the short interval 

mset of infection and the clinical exam- 

as these lesions always begin as tiny 

iles and progress slowly over a period of 

rom a diameter of a few millimeters they 

ttain to the size of a tennis ball—one has 

seen which was actually the size of a cricket 


Ihe following report on 128 patients with 
-articular nodules is submitted to confirm 
inion that infection with yaws is one of 
iuses in the production of these lesions. 

se patients were seen in yaws-endemic areas 
i] parts of Jamaica in persons with neither 

nor evidence of syphilis. I was then 
to the yaws commission under the gov- 
pernment of Jamaica and the Rockefeller Founda- 

Bion. Subsequent work in charge of a derma- 

mol clinic at the Kingston General Hospital, 

vaws is seldom seen but syphilitic lesions 
at thisgmere encountered more often, should add weight 
ted r-fgto the points submitted. 


DISTRIBUTION OF LESIONS 


neidence of juxta-articular nodules is 


eonsiderably higher in females (91 cases) than 
po males (37 cases), in spite of the fact that the 
Bacidence of yaws is higher in males than in 
Hemales. Lesions were observed in only 9 chil- 
men (6 girls and 3 boys) under 14 years of 
pce and altogether in only 20 persons of less 
goon 2) years of age. The tiny nodules may be 
a ‘elt as early as one to two years (3 cases) 
cr imiection with yaws or as late as fifty to 
ext irs (1 case), but these are the exceptions 


TAMAICA, BRITISH WEST INDIES 


rather than the rule. The usual period observed 
before onset of juxta-articular nodules after in- 
fection is fifteeen to forty years, with the average 
time nearer the lower figure. Juxta-articular 
nodules, although late tertiary lesions, are some- 
times observed accompanying other lesions of the 
tertiary or even the secondary stage of yaws (23 
instances ). 

In 1 such case of juxta-articular nodules (oc 
curring nine years after the primary infection ) 
associated with osseous lesions, roentgen exam- 
ination showed inflammatory osseous lesions of 
the yaws type as follows: A destructive lesion 
involving the distal end of the fourth right meta- 
carpal bone, with periosteal thickening; cortical 
thickening of the upper two thirds of the right 
radial and ulnar bones; partial destruction of the 
shaft of the second left metatarsal bone with 
proliferation of the periosteum, and thickening 
of the distal end of the left tibia with areas of 
rarefaction in the cortex. 

There were juxta-articular nodules overlying 
or in close proximity to each of the bones affected. 
This association of osseous lesions with juxta- 
articular nodules is, perhaps, not more frequently 
observed because of the usual earlier onset of 
osseous lesions following infection. As_ both 
types of lesions, however, occur in tissues of 
mesodermal origin, their manifestation in the 
same patient is not surprising. The epidermis 
is not involved or attached to these tumors. 

The 128 patients had a total of 228 nodules. 
Thus, while some patients had 1 or 2 nodules 
only, others had several. Table 1 shows the loca- 
tion of the nodules. 


WASSERMANN REACTION 


Of 128 patients with juxta-articular nodules, 
110 gave a previous history of yaws and 18 gave 
no previous history of such infection. The Was- 
sermann reactions of 112 patients were positive 
and those of 7 were negative, while for 9 no 
Wassermann reaction was obtained. Four of 
the patients with negative serologic reactions 
gave a previous history of yaws, but 3 of these 
had had some form of treatment and the fourth 
was an old man with a history of yaws fifty-two 
years previously. Of the 18 patients with no 


previous history of yaws, 14 had positive serologic 
105 
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reactions and the lesions of all 14 showed some 
response to specific treatment, while 3 patients 
with negative serologic reactions had treatment 
but showed no response to specific treatment. 


any previous treatment; 6 of these had | 
one injection and 8 others only two in; 
The incidence of juxta-articular nodu! 
therefore highest in yaws-endemic areas 


removed from treatment facilities ( wher 
approximate 1 per cent) and lowest in ar 
where treatment is being followed up r 
(where the incidence may be as low as 0.25 ¢ 
per cent of the total number of infected persor 
The nodules were rarely found in areas with lit 
or no yaws; nodules found in patients in sy 


The fourth patient with a negative serologic reac- 
tion did not receive treatment. 

It was decided that patients with nodules re- 
sembling juxta-articular nodules who gave no 


TABLE 1.—Location of Juxta-Articular Nodules 


No. of 
Nodules TaBLe 2.—Results of Treatment of Juxta-A 

Near both elbow joints............. . 66 Nodules 

Near left elbow joint alone 28 : — 

Near right elbow joint alone 21 : 

Near both knee joints. 36 Lesions 

Near left knee joint... ; A 24 Lesions Became No 

Near ankle joints (both external malleoli 3; right Observation, No. of No. of No. of N 
external malleolus only, 10; left external malleolus Months Cases Cases Cases ( 

Near finger joints......... 6 7 25 18 

Along shaft of left ulna (2 to 6 inches [5 to 15 em.] below 12 6 0 1 

Near tibial tuberosities 6 18 2 1 l ‘ 

Near trochanters....... a 24 3 4 l 

Near tarsometatarsal joints.... 2 

Near temporomandibular joints. 2 Total. 

Near sternoclavicular joint......... 2 

Near right shoulder joint. 1 - 

Near ischial tuberosity....... l 
eee so areas could usually be traced to infection wi 

— — syphilis. 


The response to specific treatment was defini 
history of yaws or syphilis and whose serologic although slow and long drawn out. Treatmer’ 
reactions were negative should be advised to with bismuth subsalicylate (10 per cent in oliv 
have surgical rather than specific treatment. oil) was quite as effective at least as treatment 
with neoarsphenamine. The rate of subsidence 
of lesions is usually proportional to their dura 
Juxta-articular nodules seem to occur more tion before treatment is sought. Small nodule 
frequently in patients who obtained no treatment of from one to three years’ duration maj 
(or in a few cases only one, two or three injec- expected to disappear within six to twelve month 
tions) for the primary or secondary stage of the Table 2 presents the results obtained in a serie: 


disease. Only 21 of the 128 patients had had of 72 cases. 


TREATMENT 
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q REPORT OF ONE CASE WITH 
reas \. FLETCHER 
a SANTA MON 
rid literature dealing with impetigo 
ttt} ‘ mis appears to be no less confused than 
such nfusing. In Jadassohn’s Handbuch, 
isted twelve synonyms? for Hebra’s 
F erm, a rather formidable group of names 
ise as infrequently encountered as the 

restion. 
; h few writers in the United States 
No.of B., abroad appear to feel constrained to limit 
Ce Beir conception of impetigo herpetiformis to 
4 original postulates for the diagnosis of 
4 Bij, disease, it might be in order to quote from 
‘ s orivinal description of the 5 cases to which 
ipplied the term. All of his patients 
pregnant women, 4+ of whom died while 
n with Sunder his observation (autopsies on all 4 showed 
tain cause of death), while the fifth died 
definite curing a relapse in a subsequent pregnancy. In 
atmen! 1872 he wrote *: “I will describe an eruption of 


n olive the general surface occurring in pregnant and 
atment puerperal women. The eruption is characterized 
sidence by pustules which are filled with pus at their 
r dura Jfirst appearance. As from the very first it is a 


\odules pustular disease, it must be regarded as a form 
nay be ei impetigo, and may from its circular mode of 
nonth: ferouping be termed impetigo herpetiformis.” 

a Series ‘ Kap si, in the 1883 edition of his Pathology 


mid Treatment of Skin Diseases,’”’* stated that 
1] cases of impetigo herpetiformis (including 
Hicbra’s original 5 cases) had been observed at 
tie Vienna General Hospital. The patients were 
#.| pregnant women, late in gestation: 10 of them 


at the Annual Session of the Section 


( rmatology and Syphilology of the California 
- \ssociation at Del Monte, Calif., May 5, 1941. 


ssohn, J.: Handbuch der Haut- und Ge 
krankheiten, Berlin, Julius Springer, 1927, vol 7, 
pes vegetans (Auspitz) ; herpes impetiginosis 
herpes circinatus (Barensprung) ; erythema 
Barensprung); herpes pyaemicus s. puer- 
Neumann) ; dermatitis multiformis (Fox) ; 
neurogenica (Sherwell) ; dermatite pustulcuse 
excentrique (Besnier-Doyon) ; dermatite 
en foyers, ad progression excentrique (Hallo- 
rmatitis herpetiformis pustulosa, pustular va- 
iring); impetigo circinata et iris (Breier) ; 
utpustulose (Freyhan). 
Hebra, F.: Wien. med. Wehnschr. 32:1197, 
et 1:399, 1872; Am. J. Syph. 156, 1873. 


ring, L. A.: Am. J. M. Sc. 88:391, 1884. 


IMPETIGO HERPETIFORMIS IN) THE MALE 


RESPONSE TO SULFAPYRIDINE 


HALL, M.D 


died, while the 1 who recovered died during her 
third relapse, in her third pregnancy. In 1887 
Kaposi* reported 2 more cases which terminated 
fatally, in 1 of which the patient was a male. 

Subsequent references * to Hebra’s original 
description stress the following characteristics, 
which have come to be known as “Hebra’s pos- 
tulates”: 1. Pustules are filled with pus from 
their first appearance. 2. Vesicles or circles of 
vesicles are never present. 3. Pustules are ar 
ranged in groups or rings, which by drying turn 
into vellow flat crusts, underneath which the skin 
is red and moist, having the appearance of eczema 
rubrum madidans, but never ulcerating. 4+. On 
the periphery of the primary eruptions, new 
groups and rings of pustules form. 5. Fever 
and great prostration are present; severe out- 
breaks are sometimes preceded by rigors. ( Many 
later cases, otherwise characteristic, have been 
reported which lack these symptoms, however. ) 
6. Itching is inconsequential. 7. Involved areas 
heal with an unusual reddish brown pigmenta- 
tion. &. All. of Hebra’s and Kaposi’s patients 
except 1 male, were women late in pregnancy. 

Characteristics more recently pointed out, 
which do not conflict with Hebra’s and Kaposi’s 
conceptions, include the following 4: 1. Contents 
of pustules and blood are always sterile on cul- 
ture. 2. The majority of children born of moth- 
ers atfected with the disease die soon after birth, 
their skins always free from evidence of the 
eruption. 3. All attempts to prove the disease 
to be on an infectious or toxic basis have failed, 
although Milian (alone) obtained a “positive 
result” by inoculating contents of a pustule into 
a rabbit’s cornea. 4. There is frequently asso- 
ciated hypocalcinosis with occasional clinical 
tetany. 

Since Kaposi’s last report, cases have been 
reported * as instances of impetigo herpetiformis 
occurring in virgins,® nonpregnant women, cli- 
macteric women,® men? and boys.* 

4. Tenlen, S.: Acta dermat.-venereol. 18:165, 1937 

5. Heitzmann, C.: Arch. Dermat. 4:37, 1878. von 
Hebra.? 

6. Beron: Arch. f. Dermat. u. Syph. 160:78, 1930. 

7. Wohlstein, E.: Dermat. Wehnschr. 93:1888, 
1931. 

8. Schreiner, cited by Cedercreutz, A.: Acta dermat. 
venereol. 20:403, 1939. 
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If one examines the case reports in the litera- 
ture which have been labeled impetigo herpeti- 
formis, one is impressed by the large number 
which are obviously cases of either dermatitis 
herpetiformis (Duhring) or pustular psoriasis. 
The confusion apparently began when Duhring ° 
maintained that impetigo herpetiformis as de- 
scribed by Hebra was identical with the pustular 
form of dermatitis herpetiformis which he had 
described. He set forth the characteristics of 
the latter disease, then cited Hebra’s description 
of the former and, to bridge the obvious gap 
between them, blandly stated that “Hebra’s ac- 
count is not complete, and if it were, it would 
probably bring out the multiformity of lesions.” 
He had previously reported as a case of impetigo 
herpetiformis an obvious case of dermatitis her- 
petiformis '° in a pregnant woman, characterized 
by a multiform eruption of wheals, vesicles, blebs 
and pustules with violent itching. Since that 
time, many cases of Duhring’s disease have been 
reported as instances of impetigo herpetiformis.”? 

Pustular psoriasis has also added its share of 
confusion. Leszezynski '? reported + cases of 1m- 
petigo herpetiformis, in 2 of which, according to 
his own case histories, the patients had psoriasis 
with palmar lesions and arthropathies before. 
during and after the pustular attacks. 

A great variety of therapeutic procedures have 
been enthusiastically advanced as being specifi- 
cally indicated. Such is the diversity in the nature 
of the agents credited with spectacular cures that 
one is inclined to wonder if all of the diagnoses 
were justifiable and whether spontaneous remis- 
sion was a coincidental blessing in many cases. 
Blood transfusion,’* roentgen ray sterilization,"* 
ovarian extracts (folliculin),’* pituitary prepara- 
tions (gonadotropic hormones ),* parathyroid ex- 
tracts with dihydrotachysterol?® sulfanil- 

9. Duhring, L. A.: 

10. Duhring, L. A.: 
1883. 

11. Carter, B., and Pearse, R. L.: 
Gynec. 33:114, 1937. Chambers, G.: 
23:65, 1911. 


J. Cutan. & Ven. Dis. 2:225, 1884.3 
M. News, Philadelphia 42:616, 


Am. J. Obst. & 
Brit. J. Dermat. 


12. von Leszezynski, R.: Arch. f. Dermat. u. Syph. 
156:102, 1928. 
13. Prokoptschuk and Baranowsky: Dermat. Wehn- 


schr. 96:66, 1933; abstracted, Arch. Dermat. & Syph. 
27:839 (May) 1933. Scherber, G.: Wien. med. Wchn- 
schr. 80:717, 760 and 804, 1930. 

14. Gritz, O.: Strahlentherapie 
Schreiner.® 

15. Buschke, A., and Boss, A.: Dermat. Wcehnschr. 
93:1394, 1931; abstracted, Arch. Dermat. & Syph. 25: 
382 (Feb.) 1932. 

16. (a) Schmidt-La Baume, F.: Med. Klin. 33:1599, 
1937. (b) Scherber, G.: Dermat. Wchnschr. 106: 391, 
1938; abstracted, Wise, F., and Sulzberger, M. B.: 
Year Book of Dermatology and Syphilology, Chicago, 
Year Book Publishers, Inc., 1938, p. 399. (c) Bohn- 


35: 501, 


stedt, R. M.: Arch, f. Dermat. u. Syph. 169:357, 1933. 


DERMATOLOGY 


1930. 


AND SYPHILOLOGY 


have each been reported as cur 
In the case which js ; 


amide 
petigo herpetiformis. 


be reported herewith, blood transfusions, dihy. 


drotachysterol, sulfanilamide, sulfathiaz 
neoarsphenamine were all tried without e: 
a cure, while sulfapyridine alone seemed } 
about a remission. 

REPORT OF A CASE 
C. A., a 61 year old single man of Nord 
tion, who had been in perfect health until 
1938, sustained multiple fractures and contus 
serious automobile accident; while he was 
pital recovering from the trauma, 
developed. It was found to be of 
treated with appropriate serum. Shortly ait 
the hospital, on recovery, the first cutaneous 
were noticed in the axillas (fig. 1) and wer 
remaining consistently true to form throughout + 
entire course of the disease. The characterist 
were groups of rapidly appearing small pustules wh 


lobar 
type 7 


Fig. 1.—Appearance of an axilla at the time of t! 
observation. The other axilla was similarly invol 


peripherally, 
original 


tended to spread 


epidermal collaret if the pustule 
ruptured or as a pustular undermining of the epidert 
ii the original pustule had been allowed to 
crust over without rupturing (fig. 2). From t 

of onset until he was seen by me on March 30, 14 
(a period of fifteen months), cutaneous lesior 
been consistently present in the axillas, while the 
and back of the neck and the sides of the trunk ' 
affected much of the time but were clear part of the tin 
For a week or so before my first observation, the erupt 
had been becoming more extensive, involving the grow 
front of the trunk and arms for the first time 

was little or no itching. 

On March 30, 1940 both axillas, groins and sides 
the neck showed a continuous red area consisting 
many wandering polycyclic lines of undermined epit! 
lium (fig. 1) and occasional yellowish crusts. | 
were a few scattered pustules, thin walled 


(d) Bartmann, J.: ibid. 175:93, 1937; abstracted, W's 
F., and Sulzberger, M. B.: Year Book of Dermato! 
and Syphilology, Chicago, Year Book Publishers 
1937, p. 221. (e) Schubert, M.: 
102:761, 1936. 

17. Frank, L. J.: Impetigo Herpetiformis 
Dermat. & Syph. 40:253 (Aug.) 1939. 
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ated, containing pale yellowish white pus, 
said to have been filled with pus from their 
ition. The inner sides of the arms, flexor 
the elbows and sides of the trunk were 
it not continuously affected. Scattered rup- 
rusted individual lesions, each with an ery- 
lo, were found on the front and back of 


observations at that time were as follows: 
BPus ft ntact lesions was sterile by direct examina- 
ulture. The Eagle and Kline reactions of 
were negative. A blood count showed: 
content, 94 per cent; red cells, 4,600,000 
ex 1): white cells, 12,500, of which 85 per 
polymorphonuclear leukocytes, 11 per cent 
s, 1 per cent eosinophils, 1 per cent basophils 
cent mononuclear leukocytes. The polymor- 
clear leukocytes showed slight toxic granulation. 
showed an acid reaction, specific gravity of 
1025, a faint trace of sugar, no acetone, considerable 
@Jbumin (3 plus) and a few coarsely granular casts and 
Y merous red blood cells. 
ent during the first ten days consisted of wet 
s of solution of aluminum acetate (1:16) alter- 


g. 2—Detail of new axillary lesions, showing cen- 
rusting with peripheral progression of the pustular 


ing with boric acid baths and 2 per cent ammoniated 
ury ointment. Unfiltered roentgen irradiation 
was given on the first and fourth days of treat- 
\lthough the patient showed some improvement 
ng the first week, he was definitely worse by the 
lay, badly broken out, toxic and with a tempera- 
102 F.; sulfanilamide was administered in a 
losage of 60 grains (3.88 Gm.) per day (with sodium 
nate). Improvement was immediate and definite, 
sions appearing in smaller numbers and as 
lesions. The improvement in the condition of 
closely paralleled the improvement in the 
n, and by the twentieth day no new lesions were 
earing and the urinalysis showed no sugar, no albu- 
1 hyaline cast, 1 to 3 white cells and 30 to 40 
§ lls per high power field. 
\ithough sulfanilamide was continued in the same 
sage, new lesions began to appear on the twenty- 
lay and the albumin and red cells in the urine 
to increase. On the twenty-sixth day the dose 
nilamide was increased to 80 grains (5.2 Gm.) 
per day, but in spite of this the patient was showing 
lesions by the thirtieth day and was sick with 


nausea, general malaise and a temperature of 101.8 F 
On the thirty-first day use of sulfanilamide was dis- 
continued; administration of nicotinic acid (50 mg. 
three times daily) was started, and 2 calcium wafers 
(15 grains [0.97 Gm.]) with viosterol three times daily, 
use of which was begun on the twenty-ninth day, were 
continued. During the preceding twenty-one days 1,340 
grains (90 Gm.) of sulfanilamide had been given, an 
average of 64 grains (4.14 Gm.) daily. 

By the thirty-third day the patient’s condition was 
the worst that it had ever been, showing many lesions 
up to 2 cm. in diameter, which were large, but not 
tense; the urinalysis showed 90 to 100 red cells, 1 to 
3 white cells per high power field and a trace ot 
albumin. Sulfanilamide was started again with 100 
grains (6.5 Gm.) per day with nicotinic acid 50 mg. 
three times daily; after three days with this dosage 
the sulfanilamide level of the blood was 4.5 mg. per 
hundred cubic centimeters. A blood count showed: 
hemoglobin content 70 per cent, red cells 3,360,000 and 
white cells 11,650, with polymorphonuclear leukocytes, 
82 per cent and lymphocytes 18 per cent; the urinalysis 
showed 90 to 100 red cells and a rare finely granular 
cast per high power field and a trace of albumin. The 
skin showed little improvement, and the dose of sult- 
anilamide was increased to 120 grains (7.8 Gm.) per 
day. 

During the next five days with this dosage, the sulf 
anilamide level rose to 8.6 mg. per hundred cubic cen- 
timeters of blood, while the hemoglobin content fell to 
60 per cent and the red blood cells to 2,240,000 per 
cubic millimeter and the leukocytes to 5,550, 64 per 
cent being polymorphonuclear. At the end of this 
period only five tiny pustules were present on the skin. 
The dose of sulfanilamide was then raised to 150 grains 
(9.7 Gm.) daily (with nicotinic acid), and during the 
next three days practically no new lesions appeared; 
but immediately thereafter new lesions began to appear 
in the axillas and groins. A week later, although the 
dose of sulfanilamide was kept at 150 grains per day 
and the level of the drug in the blood stream was 12 
mg. per hundred cubic centimeters, the patient was 
badly broken out with large pustules scattered over 
arms, legs and trunk. He was given two transiusions 
of citrated blood. At that time the blood chloride level 
was 490 mg. and the serum calcium level 9.3 mg. per 
hundred cubic centimeters of blood, and blood taken 
for culture proved sterile. 

Administration of dihydrotachysterol was then begun 
with a dose of 15 drops of a 0.5 per cent solution in oil 
two times daily, and sulfanilamide was discontinued. 
During the preceding twenty-one days the patient had 
received 2,690 grains (180 Gm.) of sulfanilamide, an 
average of 128 grains (9.3 Gm.) daily for three weeks. 
On the next day he was badly broken out and toxic; 
the urinalysis showed 100 to 120 red cells, 2 to 3 white 
cells and a few red cell casts per high power field and 
a 2 plus reaction for albumin. The blood count showed: 
65 per cent hemoglobin, 3,410,000 red cells and 8,950 
white cells, with 89 per cent polymorphonuclear leuko- 
cytes, 50 per cent of which were stab cells. Sulfapyri- 
dine was started with a dose of 45 grains (2.91 Gm.) per 
day; on the next day the eruption was unchanged and 
the urinalysis was unchanged except for numerous bac- 
teria, all of which were gram-positive diplococci. The 
dose of sulfapyridine was doubled, to 90 grains (5.82 
Gm.) per day, while the dose of dihydrotachysterol was 
decreased to 15 drops per day. On the following day 
there were fewer new lesions and the blood calcium level 
was 10.7 mg. per hundred cubic centimeters of blood; 
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the blood was again cultured (and proved to be sterile). 
Urinalysis showed 80 to 90 red cells, 3 to 4 white cells 
per high power field and a trace of albumin. Two days 


later there were no new lesions, and the urinalysis 
showed only 7 to 10 red cells, an occasional red cell 
cast and 2 to 3 white cells per high power field. The 


sulfapyridine level was 4.2 mg. per hundred cubic centi- 
meters of blood; the patient was given a third blood 
transfusion similar to the other two. 

Two days later he still showed no new lesions, but 
he was disoriented as to place and time; acetophenetidin 
compound (containing codeine), which had been given 
for withdrawn, the of dihydro- 
tachysterol was discontinued and the dose of sulfapyridine 
was reduced to 45 grains (29.1 Gm.) per day. He con- 
tinued doing well until a week later, when a few tiny 
miliary pustules on the side and back were noticed: the 
dose of sulfapyridine was increased to 67.5 grains per 
day. During the next six days he showed a few follic- 


restlessness, was use 


700 CC. CATRATED 


[MO NE iW LESIONS DAILY 
jNo REO BLOOD CELLS IN URINE 


2690 GR (180 GM) 
IN 21 DAYS 
AVERAGE DAILY 
128 GR (66GM) 


AVERAGE DAILY 4 
64 GR. (4.5 GM) j 
0 


20 3 


+ 4 BLOOD SO GR Dairy. 
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Fig. 3—Correlation between frequency of appearance 
cells in the urine (beaded line). 


occurred while the patient was receiving high doses of sufanilamide and sulfathiazole; remission folloy 
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AND 


vals, which was well tolerated. On the j 


and s 


new lesions were appearing rapidly 


was substituted for the sulfathiazole in the sa 
improvement was noticed on the next day, a 


after use of sulfapyridine was resumed there 

lesions and the patient looked and felt well 
During the 

sulfapyridine was raised and lowered in 


following two weeks the 
progression of peaks, each recrudescence 

increase in 
During th 


appearing with a smaller dosas 
previous outbreak had required. 
weeks of treatment with sulfapyridine he rec 
grains (80 Gm.), an average of 60 grains 
per day. 

During the next ten days, administrati 
pyridine was discontinued whenever the ski 
and was resumed for twenty-four hours or s 


any pustules appeared. At the end of this per 
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of new lesions (solid line) and number of red 


Remission followed the start of therapy with sulfanilamide, but recrudescence 


eX 


bition of sulfapyridine on three occasions, and no recrudescences occurred while treatment with that dru 


being given. 


ular papulopustules similar to miliaria, mostly on the 
outer and posterior aspects of the arms, and the dose 
of sulfapyridine was reduced to 45 grains per day; the 
urinalysis gave completely normal results except for a 
rare red cell. Six days later, however, in addition to 
the miliaria-like lesions described, there appeared a scat- 
tering of typical flat peripherally spreading pustules of 
the original type. During the preceding eighteen days 
he had received 1,157 grains (77 Gm.) of sulfapyridine, 
an average of 64 grains per day. 

Sulfathiazole (67.5 grains [4.37 Gm.] per day) was 
then substituted for sulfapyridine; the next day there 
was a severe outbreak of the old type of lesions. At this 
time the sulfapyridine level was 3.8 mg. per hundred 
cubic centimeters of blood, from which the sulfathiazole 
level was estimated to be about 4.5 mg. per hundred cubic 
centimeters of blood. That evening he was given six 


doses of 0.1 Gm. of neoarsphenamine at one hour inter- 


15, 1940) the patient was discharged with his skin 


except for a fine papular miliaria-like eruption 
pus, on the back of his arms and a pronounced 
brown pigmentation of the formerly affected ar 
4). The urine was normal, and the blood count 
70 per cent hemoglobin, 3,660,000 red cells 


white cells, with 75 per cent polymorphonuclear | 
Since that time he has had an occasional pust 


cytes. 
or two, which have disappeared after one or 
of sulfapyridine, the periods of freedom from « 
becoming longer and longer.18 


18. In August 1940 the patient disappeared fr 
vation until December 1943, when I was infor: 


he had died of what was thought to be either a diss 


aneurysm or a posterior coronary occlusion fi 
bilateral herniotomy. No autopsy was perf 


(Foctnote continued on next page) 
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HALL—IMPETIGO HERPETIFORMIS IN MALE 111] 


ratory work that was done included a sero- 


tularemia (at the patient’s request) and 
rams of the kidneys, all of which showed 


ns. The specific gravity of the blood was 
_ 1.0566); the specific gravity of the 
1.0262 (normal, 1.0254 to 1.0288) ; the cell 
40) (normal, 0.48) and the plasma protein 


so Gm. per hundred cubic centimeters 


il, 5.9 to 7.9 Gm.). 


COM MENT 


of the lack of uniformity in the criteria 

various writers to the diagnosis of 
herpetiformis, it is difficult to decide 
fication of the case just reported. To 
r out of the confusion which has come 


Residual pigmentation after healing of all 
Similar pigmentation was present in the crural 


plicate the conception of this disease, two 


es are suggested: either (1) that the 
petigo herpetiformis” should be reserved 


pions which conform to Hebra’s original 


n, or (2) that this conception should be 
d to include eruptions which are mor- 
ally and symptomatically consistent with 
criteria for the diagnosis, regardless of 
or not they occur in pregnant or puer- 
en. If the latter alternative is allowed, 
reported might be considered one of 
rted to me that the patient had suffered no 


ot pustular lesions and had taken no sulfon- 
pounds in the interim. 


impetigo herpetiformis in a male; if the former, 
and stricter, limitation of the term is to be applied, 
the case in question may have to be considered 
as an instance of a clinical entity not previously 
described. 

SUMMARY 

keference to the American and English litera- 
tures and to available translations of the foreign 
literature on the subject of impetigo herpetiformis 
reveals a rather confused state of affairs. Hebra 
applied the term to an acute purely pustular erup- 
tion with grave systemic involvement occurring 
in pregnant and puerperal women and generally 
fatal. Kaposi, adding to Hebra’s series, included 
a case of the eruption occuring in a male. Since 
that time, a great many cases have been reported 
as instances of impetigo herpetiformis “‘of Hebra”’ 
which had little to justify that diagnosis and 
much to justify other diagnoses, particularly der- 
matitis herpetiformis and pustular psoriasis. 

A great diversity of therapeutic measures have 
been credited with curing various eruptions diag- 
nosed as impetigo herpetiformis, but no single 
line of therapy has been effective in more than 
a few cases, except dihydrotachysterol when 
hypocalcemia could be demonstrated. 

A case is presented which conforms well, mor- 
phologically and symptomatically, with the cri- 
teria for the diagnosis of impetigo herpetiformis 
as described by Hebra; but the disease occurred 
in a man, and it ran a far longer course than 
any previously described. Hypocaleemia was 
not demonstrated, and remissions were obtained 
when sulfapyridine was used after blood trans- 
fusions, dihydrotachysterol, sulfanilamide, sulfa- 
thiazole and neoarsphenamine had failed. 

If Hebra’s original conception of this disease 
may be broadened to include males and to admit 
of certain variations in the clinical course, then 
the case presented may be considered one of 
impetigo herpetiformis in a man. 

If, on the other hand, the term impetigo her- 
petiformis is to be reserved for cases which con- 
form strictly to Hebra’s description, then the 
case presented awaits proper classification. 

710 Wilshire Boulevard. 

DISCUSSION 

Dr. NELSON Paut ANpERSON, Los Angeles: Since I 
had the opportunity of personally examining Dr. Hall’s 
patient shortly after the onset of the eruption, it is a 
privilege to be allowed a few remarks concerning this 
rather unique case. I feel certain that similar cases, 
although relatively rare, have been observed by other 
members of this section. In most instances one is con- 
tent to label such an eruption an unusual type of impetigo 
or an impetigo produced or accompanied by a generalized 
sepsis. 

Confusion regarding Hebra’s original cases of impetigo 
herpetiformis arose almost immediately after his original 
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publication. Duhring, who was jealous of his newly 
christened dermatitis herpetiformis, immediately rushed 
into battle maintaining that the cases of Hebra were 
simply instances of pustular dermatitis herpetiformis. 
This confusion not only has persisted to the present time 
but seems to have grown worse with age. 

In a more or less cursory review of the literature on 
this subject, I have been struck by the fact that if the 
feature of pregnancy is excluded and if obvious cases of 
gestation herpes—which, after all, are simply cases of 
dermatitis herpetiformis occurring in pregnancy—are 
not included there is a separate group of cases similar to 
that of the patient described so well by Dr. Hall. In all 
cases of this group there appear to be certain features 
which permit one to place them in a separate group. 
These features include the following : 

1. Pregnancy is not a factor, nor is sex. Cases have 
been reported of occurrence of the eruption in nonpreg- 
nant women, in virgins and in males. In fact, the first 
recorded instance of impetigo herpetiformis in a male was 
by Kaposi. 


2. Etiologically a great majority of these eruptions 
have followed some serious infection. In Dr. Hall’s 
patient as well as in a number of those whose cases have 
been presented in the literature there had occurred a 
serious pneumonia. In other instances an empyema, a 


mediastinal abscess or a mediastinal tumor 
present. I recall a recent case at the | 
County General Hospital in which a somew! 


though not identical, eruption followed se, 
monia. The bacteriologist was unable to det 
type of organism producing the pneumonia 


obviously not pneumococcic pneumonia. 
3. The patients are seriously ill. They 


appear toxic. They have a septic temperatu: 


blood and the pustular contents are always 
culture. 


4. The eruption is pustular from the begir 
lesions come out in crops and are symmetri 
tributed and grouped. The individual pust 
usually impetigo-like and occasionally variolit 


shown clearly in Dr. Hall’s photographs. 
All of these features considered together 


feel that whatever this entity may be it is an entit 


such, it can be differentiated from ordinary 


dermatitis herpetiformis, pustular psoriasis and 


varioliform eruption. For the time being, I « 
Dr. Hall in placing this case in the category 


impetigo herpetiformis, with full appreciati 
fact that perhaps as knowledge increases one ma 
to realize that it belongs to an entirely separat 


perhaps related, group. 
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PRURIGO OF 


HEBRA 


(SEVERE TYPE) 


BEN KANEE, M.D. 


VANCOUVER, BRITISH 


mission of prurigo ferox as a specific 
the official list of the “Standard Nomen- 
of Disease and Standard Nomenclature 
rations,’ ? published in 1942, is evidence 
rarity in North America.* The disease 
ays been relatively uncommon in_ the 
States. The past twenty vears has seen 
ial disappearance from private practice 
as from large dermatologic clinics. This 
ition has been confirmed by MacKee ® 
Vise.® The statistics of the Skin and 
Unit of the New York Post-Graduate 
1 School and Hospital from 1935 to 1942 
e record but a single case in over 700,000 
ions. Dr. Max Jessner,* head of the large 
Clinic until 1935, has stated that it is 
pression that the same infrequency pre- 
there. Therefore the following case is 
ted to add to the list of previously reported 
this rare dermatosis. 


REPORT OF A CASE * 


J. K., an American-born white youth aged 
table and mentally alert, was first seen at the 
! Cancer Unit of the New York Post-Graduate 
School and Hospital on Nov. 15, 1943. He 
plaining of a generalized pruritic eruption of 
ears’ duration, beginning at the age of 6 years. 
past eleven years the eruption had relapsed 
onset of warm weather and had improved 
luring the winter months; his present attack, 
has continued throughout the winter. The 
predilection are the extensor surfaces of the 
id lower extremities (fig. 1). No family history 
was elicited. Scratch and intradermal tests 
irs ago elicited negative reactions. An elimi- 
liet and topical medication have been of mn 


Condition—1. Upper extremities: On the 
surfaces of the arms and forearms there is a 
eruption, characterized by isolated excoriated, 
igic and crusted lesions. There are scratch 


m the Skin and Cancer Unit, New York Post- 


Medical School and Hospital, Columbia 


tandard Nomenclature of Disease and Standard 


iture of Operations, Chicago, American Medi- 
lation Press, 1942, 
H.: Standard Nomenclature of Disease, 
mat. & Syph. 46:534 (Oct.) 1942. 
nal communication to the author. 
sented before the New York Dermatological 
23, 1943. 


COLUMBIA, CANADA 


marks and patches of pigmentation and lichenification 
The primary lesion is a small hard papule. A few 


urticarial lesions are present. The flexor surfaces at 


Fig. 
upper and lower extremities and back. Note the spar- 
ing of the popliteal spaces. 
completely spared. The axillary lymph nodes art 
enlarged. 

2. Lower extremities : 
the thighs and legs show a diffuse papular eruption 
Most of the lesions are excoriated, and they are almost 


2 


-Lesions on the extensor surfaces of the 


The anterolateral surfaces of 
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twice the size of those on the upper extremities. There 
are many papulopustular lesians as well 


follicular lesions capped with a vesicle; there also are 


Secondary pyoderma o: the lower extremities 


whedlis 


stands out in contrast to its absence on the 


upper 


extremities. The popliteal spaces are completely spared 


nodes are enlarged. 
3. Back: On the back 
characterized by urticarial, papular and 


The inguinal 


there is a diffuse eruption 


papulovesiculat 
there are 


which are excoriated, and 


marks. 


lesions, 


many 


if 
numerous scratch 


4. Face: The face shows lesions of acne vulgaris 
Laboratory Data—The result of the examination of 
the blood was as follows: hemoglobin content 78 per 


cent, red cells 4,700,000 per cubic millimeter and white 
cells 7,050 per cubic millimeter with polymorphonuclear 
neutrophils 41 per cent, polymorphonuclear eosinophils 
8 per cent, lymphocytes 44 per cent, monocytes 6 per 
cent and band forms 1 per cent. 

The basal metabolic rate was —2 per cent. Studies 
of blood chemistry for sugar and calcium contents gave 


AND SYPHILOLOGY 


Lreatment and Subs ¢ in se becau 


urticarial element the patient was given a 


injections of histamine phosphate subcutan 


was followed by a course of four weckly r 
treatments (75 r unfiltered) to 

After this 
topical medicaments, inclu 


patient 


and after a trial 


ling sulfur and ta 
hospit ilize 


namely, intravenous injections of ty 


extremities. 


improvement, the was 


therapy ; 


typhoid vaccine. 


There has been but littl 


the eruption over a period of three months 


has been noted at various times, 


ment 


relapse. 


REVIEW OF THE AMERICAN LITERA 
The first indigenous American case of 
of Hebra was reported in 1873 by Wiggles\ 
At the first meeting of the American Der 
logical Association, in 1877, a typical case 
presented by Campbell ®; the report was 


lichenification. 

gave normal results. Results of scratch and intraderma! 
tests for allergic reactions to foods, epidermal substances 
and pollens were negative. 


Histologic Study.—A papule was excised for histologic 
study. The histologic report by Dr. Wilbert Sachs was 


as follows: “The vessels in the middle and upper parts 
of the cutis are moderately dilated, and about them is a 
rather pronounced focal infiltration. In the 


subepidermic region there is a mild interstitial edema. 


cellular 


In the deep and in the upper layers of the cutis there 
is a pronounced parenchymatous edema with a swelling 
of the collagen bundles and a diffuse sparse infiltration 
of fibroblasts. 
“The epidermis 
acanthotic. The 
covered by a moderate densely laminated horny layer. 
The 


edema in the epidermis. 


moderately 


and 


in some areas is only 


surface is somewhat verrucous 


palisade layer is intact, and there is little or no 

“The cellular infiltration is composed of small round 
cells, wandering connective tissue cells and polymorpho- 
nuclear leukocytes.” 


Diagnosis—The eruption was considered to be a 


neurodermatitic reaction compatible with the diagnosis 
ot prurigo of Hebra. 


the following values: dextrose, 60 mg. per hundred lished in 18/8. In 1887 Piftard << 
cubic centimeters and calcium 11.4 mg. Urinalysis case of a woman aged 50 with a twent 
| 
i 
Fig. 2—Extensor suriace oi a forearm and arm, showing excoriated lesions and patches of pigment 


history of the disease. Between 1889 and 
cases were reported by the following 

Tilden,* Zeisler * (a report of 12 cases obser 
over a period of five years), 
Taylor,’* Cutler, 


5. Wigglesworth, E., Jr.: A Case of Pruri 
Universalis with Remarks, Am. J. Syph. & 
4:21, 1873. 

6. Campbell, R.: A Case of 
Hebra), Arch. Dermat. 4:119, 1878. 

7. 
Urin. Dis. 5:150, 1887. 

8. Tilden: Prurigo, J. 
7:471, 1889. 

9. Zeisler, J.: On the 
America, J. Cutan. & Genito-Urin. Dis. 7:40% 

10. Fox, G. H.: Prurigo, J. Cutan. & Ger 


True Prurig 


Prurigo of Hebra, J. Cutan. & G 


Cutan. & Genito-Uri 


Occurrence of Prurig 


Dis. 8:105, 1890: A Case of Prurigo, ibid. 13:383, 1S: 


A Case of Prurigo, J. Cutan. Dis. 21:229, 1903 
11. Elliott, G. T.: Prurigo Hebra, J. Cutan. ¢ 
Urin. Dis. 


(Footnotes continued on next page) 


G. H. Fox 


1891: A Case of Prurigo of Heb 


J. Cutan. Dis. 23:544, 1905. 
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ras original statement was that 


lett2® Whitehouse (3 cases of prurigo 
occurring in one family), Pisko,'* 
Fordvce,*” Trimble,*! MacKee,”? Blei- 
;ombert ** (prurigo of Hebra in five 
ns of one family), MacKey,?° Gottheil,°° 
ark and Welfeld.*" 


48 cases, in 2 


review there were 26 of 


patients were males and in 22 females. 


Review of 48 Reported 


COM MENT 


g “prurigo 


congenital, commonly appears during 
and usually follows the patient to his 
rwell: Prurigo, J. Cutan. & Genito-Urin. Dis. 
Observations 


or, R. W., and van Gieson, I.: 


igo: Clinical and Pathological, New York M. 


1 


1891, 


ter: Prurigo, J. Cutan. & Genito-Urin. Dis. 


‘kson : A Case of Prurigo (Hebra), J. Cutan. 
:566, 1903. 


childh vod. 


HEBRA 115 
grave. It occurs almost exclusively in poor sub- 
jects and in those who were undernourished in 
The eruption is commoner in males 


and is usually aggravated during the winter, and 


on the following accepted criteria: 


remarkably alleviated in the summer.” 
The diagnosis ot prurigo of Hebra is based 


1. It usually 


appears in infancy. 2. The eruption persists 


Cases from 1873 


Duration of Character Circumstances 
Age, Disease, of of 
Reported by Yr. Sex Yr Disease Patient Comment 
ST. 14 M 8 Frequent relapses 
1] M Relapses 
F 20 Severe 
M 2 Mild Good Cured by treatment 
7 M 5 Very severe Very good Relapses 
M y Mild Good Cured 
20 F “> Severe Poor Relapses 
M Q Mild Poor Cured 
F 1 Mild Good Cured 
22 F 2 Mild Poor Cured 
1 M 11 Very severe Poor Relapses 
F 2 Mild Fair Relapses 
12 M 10 Very severe Poor ‘a 
25 M 24 Very severe Poor 
114 F oo Mild Poor 
M 
16 M 14 Severe Good Relapses 
van Gieson, 1891.. 9g F 5 Severe Poor 
: 11 M 5 Severe Poor Worse in winter 
20 M 18 » Worse in summer 
19 2% Severe Good Differential diagnosis 
(1) seabies (2) derma- 
titis herpetiformis 
7% F Relapses 
6 M 5 
3 F 1% 
9 M 4 
s 19 F Fair Worse in summer 
9 M 9 Severe Poor Worse in suramet! 
6 M 5 Severe Poor Worse in summer 
M Severe Differential diagnosis, 
Duhrings disease 
AS 8 M { Severe Differential diagnosis, 
scabies 
M 6 Severe ####§ 
M { Severe 
F Exeitable, nervous 
temperament 
°4 M 26 Good Mentally keen and 
alert 
2 1, 
7 F 72 
1] M 10% 
1] F 10 Mild Good Negro patient; worse 
in fall 
F 
10 F 10 Good 
15 M 9 ; Improved in summer 


into adult life. 3. The general health is poor. 
+. The eruption is of characteristic type, com- 
posed of shotty papules coming out in crops 
accompanied by intense pruritus associated with 
Prurigo (Hebra) as Observed 
M. A. 43:296 (July 30) 


16. Corlett, W. T.: 
in the United States, J. A. 
1904. 

17. Whitehouse, H. H.: Three Cases of Prurigo in 
One Family, J. Cutan. Dis. 24:177, 1906; 
Arch. Dermat. & Syph. 3:194 (Feb.) 1921 

18. Pisko, E.: A Case of Prurigo Hebra, 
Dermat. & Genito-Urin. Dis. 10:55, 1906. 


Prurigo, 


Am. J. 


(Footnotes continued on next page) 
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excoriations and secondary infections, resulting 
in punctate scarring, pigmented spots and licheni- 
fication. 5. The sites of predilection are (a) the 
extensor surfaces of the upper and lower extrem1- 
ties, with (b) sparing of the flexures. 6. The 
axillary and inguinal lymph nodes are enlarged 
(“‘prurigo-buboes”’). 

It will be noted that in my patient the eruption 
began at the age of 6 years, but this apparently 
late onset has been observed in cases of true 
prurigo of Hebra by such reliable European 
observers as Besnier and Doyon,*® Ehlers,*! 
Vidal,** Neisser ** and Little.** 

19. Johnston, J. C.: Prurigo Ferox, J. Cutan. Dis. 
25:84, 1907. 

20. Fordyce, J. A.: A Case of Prurigo, J. Cutan. 
Dis. 26:316, 1908. 

21. Trimble: Prurigo (Hebra), J. Cutan. Dis. 26: 
466, 1908. 

22. MacKee, G. M.: Prurigo, J. Cutan. Dis. 29:109, 
1911, 

23. Bleiman: Prurigo, J. Cutan. Dis. 31:510, 1913. 

24. Bombert, F. J.: The Prurigo of Hebra in Five 
Generations, St. Paul M. J. 15:514, 1913. 

25. MacKey: Prurigo, J. Cutan. Dis. 33:407, 1915. 

26. Gottheil: Prurigo Ferox, J. Cutan. Dis. 35:267, 
1917. 

27. Ochs: Prurigo Mitis, J. Cutan. Dis. 37:359, 1919. 

28. Clark: Prurigo of Hebra, Arch. Dermat. & Syph. 
12:137 (July) 1925. 

29. Welfeld: Prurigo (Hebra), Arch. Dermat. & 
Syph. 12:419 (Sept.) 1925. 

30. Besnier, E., and Doyon, A., cited by Caspary, J.: 
Ueber Prurigo, Ann. de dermat. et. syph. 6:289, 1885. 

31. Ehlers, E.: Communication provisoire concernant 
une série de recherches cliniques sur le prurigo d’Hébra, 
Bull. Soc. franc. de dermat. et syph. 3:403, 1892. 

32. Vidal, E.: Considérations sur le prurigo de 
Hébra, Ann. de dermat. et syph. 3:981, 1892. 

33. Neisser, A.: Ueber den gegenwartigen Stand der 
Lichenfrage, Arch. f. Dermat. u. Syph. 28:75, 1894. 

34. Little, G., in Special Discussion on Prurigo, 
Lichenification and Allied Conditions, Brit. J. Dermat. 
24:257, 1912. 
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My patient was in good physical co: 
as were some of the patients of Kaposi, 
excitable temperament is in agreement 
data given in cases reported by Bombert 

The differential diagnoses entertained 
case were: (1) neurotic excoriations, (2 
caria papulosa and (3) prurigo of Hebra. 


ever, the character of the eruption (the sites 


predilection and sparing of the flexw 
duration and the persistence, in associat! 
absence of a history of atopy and supp: 


negative reactions to scratch and _intrader 


tests, favor the diagnosis of prurigo | 


The clinical picture, in combination with 
patient’s age and the generalized distribu 


the duration and the greater intractability 
eruption, rules out the diagnosis of prurig 
Finally, the patient’s rejection by the 


forces recalls Hebra’s observation “that a pz. 
tient with prurigo finds his only possible com 


in exemption from military service.” 


CONCLUSIONS 


Although prurigo of Hebra is extremel) 


in North America, its occurrence was noted i: 


young man born in the United States. H: 
the characteristic eruption in the sites of 


dilection, which failed to respond to any 
} 


of therapy and which persisted well bev 


puberty. 


No unquestionable case has been reported : 


the North American literature since 1925. 


35. Kaposi, M.: Pathology and Treatment 


eases of the Skin, translated from last German editi 
by J. C. Johnston, New York, W. Wood & Co., 18 
p. 36/7. 

36. Hebra, F.: Diseases of the Skin Including t 


Exanthemata, translated and edited by C. H. Fagge 
P. H. Pye-Smith, London, New Sydenham Society, 1** 
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SUPERFICIAL 


IN. STEPHEN: L. 


MEDICAL CORPS, ARMY 


Superficial epitheliomatosis was first clearly 
by Little? in 1923. However, Wise? 
s stated that prior to that time it was recog- 
is multiple benign superficial flat epi- 
a. Since the original description, great 
n has arisen as to both its clinical features 
its histopathologic characteristics. In the 
e to be reported the patient was a young 
vhose eruption had existed for ten years, 
he case illustrates the difficulty in making 
roper diagnosis. 
Savatard,? in a survey of the literature for 
past sixty years, has concluded that because 
protean clinical and histologic manifesta- 
variants of the same eruption have been 
di lescribed as separate diseases. For example, he 
ie ‘intained that mammary and extramammary 
t’s disease of the skin, Queyrat’s erythro- 
plasia and Bowen’s precancerous dermatosis are 
litferent forms of the same disease. In Sava- 
rd’s experience these lesions resembled a psori- 
plaque, and he therefore proposed “psoriasi- 
carcinoma” as an appropriate clinical 
ation for the entire group. Montgomery,‘ 
the other hand, expressed the belief that 
rficial epithelioma of the penis, perineum 
scrotum, as well as extramammary Paget’s 
isease, consists of indurated lesions and should 
he included in this group of diseases. The 
lisease described by Bowen in 1912 has been 
‘requently confused with superficial epithelioma- 
sis. Montgomery has pointed out that Bowen’s 
‘isease is in reality a squamous cell epithelioma 


u 


he cause of the disease is unknown. The 
described by Tauber and Goldman,® Hop- 


Little, G.: Erythematoid Benign Epithelioma, 
30:435, 1923. 

Wise, F.: Multiple Superficial Benign Epithelioma 

Skin: Its Differentiation from Kindred and 

Similar Eruptions, Arch. Dermat. & Syph. 19:1 (Jan.) 


yavatard, L.: Psoriasiform Carcinoma of the Skin, 
Dermat. 47:51, 1935. 
+. Montgomery, H.: Superficial Epitheliomatosis, 
Dermat. & Syph. 20:339 (Sept.) 1929. 
Bowen, J. T.: A Study of Two Cases of Chronic 
Epithelial Proliferation, J. Cutan. Dis. 30:241, 


tuber, E. B., and Goldman, L.: Multiple Benign 


ial Epithelioma, Brit. J. Dermat. 47:21, 1939. 


WEISMAN ano LIEUTENANT COLONEL LEON S. 


OF THE UNITED STATES 


EPITHELIOMATOSIS 


REPORT OF A_ CASE 


MEDALIA 


kins and Van Studdiford,? Ayres * and Ander- 
son ® suggest arsenic as a possible cause. ‘Trauma 
and light have not been convincingly incriminated 
as causative agents. 

Clinically, the lesions first appear on the trunk 
as erythematous, smooth, flat, irregular, shiny 
macules and papules which gradually increase in 
size and coalesce to form plaques 2 or 3 cm. in 
diameter or larger. The eruption when com- 
pletely developed appears as multiple reddish to 

violet discoid patches which vary from the size 
of a pinhead to 15 to 20 cm. in diameter. Many 
of the patches are smooth and not infiltrated. 
However, a slight amount of scaling, oozing and 


crusting may be a prominent feature. The lesions 


a 

| 


Fig. 1—Superficial epitheliomatosis showing crusting 
with involution and atrophy of the central part of the 
lesion. 


are characteristically surrounded by a fine thread- 
like waxy-looking slightly elevated border. As 
the lesion progresses peripherally eruptions of 
long duration exhibit central involution consisting 
of white, atrophic areas with some telangiectatic 
vessels. 

The histologic appearance has been well de- 
scribed by Montgomery * and Wise.* The lesions 


7. Hopkins, R., and Van Studdiford, M. T.: Mul- 
tiple Epitheliomas and Pigmentary Dermatosis in a 
Negro Boy, Arch. Dermat. & Syph. 29:408 (March) 
1934. 

8. Ayres, S., Jr.: Multiple Benign Superficial Epi- 
theliomas (Probably Arsenical) ; Psoriasis; Arsenical 
Keratoses, Arch. Dermat. & Syph. 47:135 (Jan.) 1943. 

Anderson, N. P.: Multiple Benign Superficial 
Epitheliomatosis, Arch. Dermat. & Syph. 47:136 (Jan.) 
1943. 
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118 IRCHIVES OF DERMATOLOGY AND SYPHILOLOGY 
resemble basal, basosquamous or squamous cell and the growth is entirely intraepider 
tumors showing multiple points of origin from lymphocytic and plasma cell infiltrate inv: sts 4 
the basal cells of the epidermis. They are super- masses of tumor cells and the upper 
ficial and rarely extend to the level of the sweat — the cutis. 
| 
| 
| 
| 
< ~ 
Fig. 2—The tumor is chiefly intraepidermal and is sharply demarcated from adjacent areas of normal 
dermis. There is a heavy lymphocytic and plasma cell infiltrate in the cutis at the right (« 40). (United St 
\rmy Medical Museum negative 77,241.) 
Fig. 3—A higher magnification (* 280) showing the basal cell character of the tumor and absence of inva: 
of the cutis. (United States Army Medical Museum negative 77,240.) 
glands. In many cases, the tumor extends into REPORT OF CASE 
the cutis as solid masses or as a netlike arrange- A white man aged 33 entered the hospital on Aug. 14 
ment of cells. In others, the basal laver is intact 1943. In 1931 he first noticed a group of small r 


+ 


sicians, who treated him = symptomatically slight amount cf telangiectasi \t the upper angl the 


ae radually increased in size, but it was asym} lesion there was a dime-sized ulceration covered with 
: ter he received treatments with a sun lamy adherent crusts. Above the right clavicle there was an 
: ught helped him slightly. The rash per erythematous macular lesion measuring 0.5 to 0.75 em 
the patient began using patent medicine \ specimen for biopsy was taken from the bordet 
the eruption to ooze and crust. the lesion on the right flank. The epidermis revealed 
course of years many attempts to 1solate small foci of basal cell proliteration alternating abruptly 
m the lesion were unsuccesstul. He received — with zones of normal epidermis. The cellular prolifera 
n ray treatments, which he believes aggra tion in some places was entirely intraepidermal ; in other 
cuption. The rash would ooze and become places there were growths of the proliferating basal 
adhere to his underclothing. About one year cells downward into the cutis. The cutis was diffusely 
ring the hospital he noticed a slight red spot — infiltrated with chronic inflammatory cells 
ht shoulder, which had persisted without any 
g COM MENT 
r childhood diseases the patient had had no “This case illustrates the difficulty experienced 
nfections. He said he had not ingested arseni 
The results of a general physical exami in arriving at a diagnosis of superficial epi- 
vere essentially normal, as were those of routine  theliomatosis. The clinical features were typical 
ry and hematologic studies. Examination revealed of the disease: nevertheless, many vears elapsed 
rythematous to bright red lesion on the right flank. before it was recognized. Although the true 
skin in the central part appeared to be undergoing : : : ie 
1s involution with some atrophy. The lesion 4ture:ol the lesion should be suspected clinically, 
2 0.4 cm. and completely surrounded by a white a biopsy is essential for positive diagnosis. 
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. | papules on his right flank. He consulted to brown slightly elevated and threadlike border with a : 
Seas 
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LICHEN 


REPORT 


F ITS 


S. IRGANG, 
YORK 


NEW 


Lichen sclerosus et atrophicus is observed 
rarely in white patients, but its occurrence in 
Negroes is still more infrequent. A search of 
the literature failed to disclose a single report 
dealing with this disease in a Negro. During 
an experience of twenty-four years at a clinic 
devoted almost exclusively to the treatment 
of Negro patients, just 1 case of lichen sclerosus 
et atrophicus has been encountered. This case 
was considered of sufficient interest to record. 


REPORT OF A CASE 


An obese full-blooded American Negress, aged 51, 
mother of ten healthy offspring, sought relief for a 
pruritic eruption which had been present for one year. 
She also complained of lassitude and exertional dyspnea. 
The menopause had developed at the age of 49. 


r 


Fig. 1—Lichen sclerosus et atrophicus of one year’s 


duration. The lesions on the abdomen healed spon- 


taneously. 


The dermatitis was generalized, symmetric and mod- 
erately pruritic and was noted principally on the chest, 
shoulders, abdomen and upper extremities; the scalp, 
face and oral cavity remained free. The eruption con- 
sisted of round, flat, firm, well defined, glistening hyper- 
pigmented and achromatic papules which varied in size 
from that of a pinhead to that of a split pea. Inflam- 
matory and pigmentary areolas were lacking. The 
lesions were mainly discrete, but there was a tendency 


From the Department of Dermatology and Syphi- 


lology, Harlem Hospital, Dr. Oswald La _ Rotonda, 


Medical Director. 


SCLEROSUS 


OCCURRENCE 
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ET ATROPHICUS 


IN A NEGRO 


M.D. 


toward grouping and in several instances they 


to form small irregular sharply marginated 


Minute papules developing in scratch marks resulted 


threadlike linear formations. The achromat 
were relatively few, but they had a distinctiy: 
color which stood out in sharp contrast to the 
pigmented background. 

Active lesions were partially—and several 
tirely—covered by dull, thick, rough, dark 
brownish black adherent keratotic mantles. Thes 
contained varying numbers of brownish black i 
plugs which on removal left gaping orifices. | 


licular occlusions were striking and were noted rea 


on casual inspection. 


Fig. 2—The deeply pigmented linear lesion 
arm is obvious. 
velop in scratch marks. 


On the flexor aspect of both forearms th« 


was in process of resolution. The papules were dee 


pigmented, flat, smooth, firm and glistening, and 
showed central involution, forming annules not 
those of lichen planus. 

The primary lesions were achromatic, but 
vast majority became hyperpigmented. 
achromatic tendencies persisted indefinitely, 
the residual atrophic skin. In most instances 
pigmented atrophic sequelae were noted after | 
gradually until finally they 


areas lessened 


Note the tendency for papules t 


+ 


mr 


resolution. However, pigment formation in these att 


becar 


In a few 


even 


M 
ma 
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Keloids did not develop in the healed 


on both temporal and frontal regions of 
as sparse. All the teeth were carious, and 
vas present. The tonsils were enlarged and 
[he systolic blood pressure was 202 and the 
32. The urine had a specific gravity of 1.010, 
ediment showed an occasional hyaline cast. 
1m was normal except for a m.ld lympho- 
per cent). A Kahn reaction of the blood 
tive, and an intracutaneous injection of 0.1 cc. 
rculin in a dilution of 1: 100,000 elicited a 

{ reaction. 
ited Hist - Observations —Active Lesion (from the 
fit Shoulder): Except for the stratum corneum the 
‘ermis was obviously atrophic. Almost all of the rete 
ss were lost, and a rare one which remained was 


collagenous fibers. Moderate numbers of fibroblasts 
were scattered throughout this intensely edematous area. 
The blood vessels of the entire cutis were dilated, but 
those in the subpapillary layers were expanded to a 
greater degree; in the latter locality a few were con- 
gested, and a single vessel was partially thrombosed. 
Small, well defined, compact perivascular cellular infil- 
trates were observed in the deeper regions of the highly 
edematous areas and throughout the lower half of the 
cutis; they were lacking entirely in the upper fourth of 
this layer. The infiltration consisted of small lympho- 
cytes, a few plasma cells and an occasional mast cell. 
A section of a partially disorganized sebaceous gland 
lobule was present in the subpapillary portion; none 
were seen elsewhere. The majority of coil glands ap- 
peared normal; several were moderately distended, and 
their cells were edematous. Small deposits of melanin 


the cutis. Hematoxylin and eosin. 


t punted. The stratum corneum was decidedly thickened 
isisted of closely packed layers of cells. This 
rkeratotic process extended into and occluded en- 

the distended hair follicles and their enlarged 

s; the horn cells were heaped up at the follicular 
single sweat pore orifice showed similar 

ment. The stratum granulosum consisted of a 
layer of cells, a few of which were edematous. 
¢¢ narrowed prickle cell layer showed mild interstitial 
ma; many of its cells were edematous, and a few 

| evidences of vacuolar degeneration. The basal 


even fis were affected similarly. Pigment formation was 
nished greatly in practically the entire section, 
me fee ough in a restricted area at one margin it appeared 
mal and even slightly increased. 


he tissues of the upper third of the cutis were highly 


+ 


‘matous, with resulting distortion of the light-staining 


ig. 3—Low power view of a section showing a diffuse hyperkeratotic process extending into and occluding 
ilated follicular orifices. The rest of the epidermis is atrophic. Note the intense edema in the upper part 


were dispersed through the superficial layers of the cutis. 
Elastic tissue could not be seen in the highly edematous 
regions. 

The subcutis showed minimal involvement. Several 
widely scattered minute perivascular infiltrates similar 
to those in the cutis were present in the upper half of 
this layer. A few small perivascular foci of newly 
formed connective tissue were also noted here. 

Healed Lesion (from the Left Shoulder): A section 
from an atrophic hyperpigmented lesion showed slight 
hypertrophy of the horny layer. The rete pegs showed 
evidences of repair; several appeared normal, but the 
vast majority were blunted. The prickle cell layer was 
of practically normal thickness, and at one edge of the 
specimen mild acanthosis was present. Except for those 
of the stratum corneum, the epidermal cells were mildly 
edematous, and this was evident particularly in the 


the | 
| | 
| 
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superficial prickle cells. The cells of the basal layer 


vacut lar 


decidedly 


still showed evidences of edema and even 


degeneration. Epidermal pigmentation was 
increased. 

The serous extravasations in the upper third of the 
cutis were almost entirely absorbed, but the superficial 


blood vessels were still moderately dilated. The peri- 
lular infiltrates had disappeared completely 
Follicular and 
The col- 
lagenous fibers of the papillae were coarse and compact, 


still distorted. 


vascular cel 


from both the cutis and the subcutis. 


I 


sebaceous gland structures were also missing. 


and those in the subpapillary layers were 
Mild hyperplasia of the connective tissues was present 
in both cutis and subcutis, but there. were no indications 


of sclerosis. In those areas where the preexisting edema 
fibers were broken 


was most intense, the elastic tissue 


up into minute segments but there was no evidence of 


DERMATOLOGY 


AND SYPHILOLOGY 

epidermal pigmentation and trom th 
edema of the superficial tissues of the cut 
conspicuous fibroblastic reaction and the 
miid collagenous hyperplasia were unu: 
ings and contrary to those of Montg 
Hill.’ 


sections from white patients, the connect 


Inasmuch as these investigator 


reactions noted in my case might not be 


unexpected in view of the ability of th 
skin to react in such fashion to even slig 


SUM MARY 
Lichen sclerosus et atrophicus is 


rare in full-blooded Negroes. 
A case of lichen sclerosus et atrophicus 


degeneration. 
ring in a full-blooded Negress present 
opportunity to make clinical and histol 


COMMENT 
servations. At the outset the lesions had a 


\When the patient was first seen, the majority 
of the lesions had healed, and a relapse did 
not occur during an observation period of one 
year. It is doubtful whether treatment, which 
consisted of injections of bismuth subsalicylate 
in oil and liver extract, had any direct effect 
on the eruption, since the latter showed resolving 
tendencies when the patient was first admitted 
to the clinic. 

The striking white color of the newly formed 
lesion resulted both from a great reduction in 


white color, but later the majority becan 
pigmented. An appreciable fibroblastic 
was noted throughout the skin, but it wa 
significant in the edematous areas. Mild 
lagenous hyperplasia followed the disappeara: 
of the exudated stage. 


160 Riverside Drive. 

1. Montgomery, H., and Hill, W. R.: Lichen § 
rosus et Atrophicus, Arch. Dermat. & Syph. 42:7: 
(Nov.) 1940. 
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Clinical Notes 


CONTACT DERMATITIS PRODUCED 
LESTER HOLLANDER, 


Miss A. K. F., a 56 year old white American, a 


juate and practicing nurse, was examined on Jan. 7, 


444. on account of a persistent dermatitis which 


ted the flexor surfaces of all the fingers and both 
ibs. This had persisted in spite of treatment for 
two years and, on account of the particular areas 
had greatly handicapped the patient in the 

her occupation. 
inflammation had caused some thickening and 


icking of the skin of the tips of her fingers and 


hs. At several points the fissures extended through 
entire thickness of the skin and thus rendered the 


ilanges painful and tender. The process was sharply 


to the cutaneous surface of the distal phalanges 


voltage 
tgen ray treatments, ultraviolet irradiations, injec- 


pical applications of an ointment, low 


ns of vitamins and/or foreign protein, use of sulfon- 
ide compounds and a wide variety of diets were 
ffectual. The dermatitis persisted, the fissures heal- 


and opening without any particular or explainable 
The pattern of the eruption, its persistent 
lization and the curiously deep fissured appearance 
suggested a simple and explainable cause. 
scrutinizingly careful medical history furnished 
essary information. The dermatitis had been 
tated by a trauma which occurred a few weeks 


From the Pittsburgh Skin and Cancer Foundation. 


BY TINCTURE OF MERTHIOLATE 
M.D., Pretspurcu 


before its onset. While alighting from a street cat 
the patient slipped and fell and “brush-burned” her 
finger tips. As she was on her way to the hospital, 
she stopped in the emergency room for first aid treat- 
ment. Although her abrasions were not limited to her 
finger tips, the others were considered minor and 
were left unattended. The lesions on her fingers 
were painted with tincture of merthiolate. She was 
instructed to continue with such painting morning and 
night. A few weeks later the tips of her fingers and 
thumbs became sore and inflamed. She sought medical 
care, and the previously mentioned varieties of therapy 
were instituted in turn as each failed as a remedy 
During this entire time (over two years), however, the 
patient continued the “first aid” application of tincture 
of merthiolate as an adjuvant to all other medication, 
a circumstance either unknown or not inquired for or 
perhaps unrecognized by her medical advisers. 

A patch test with tincture of merthiolate elicited a 
positive exudate reaction. After its use was stopped 
and petrolatum gauze was applied, the chemical der- 
matitis slowly improved and the color of the skin over 
the finger tips returned to normal, although the epi- 
dermal layer has remained thin and easily irritated by 
the slightest trauma, such as friction. 

It is my belief that it will take some time before 
the damage inflicted twice daily during a two year 
period will completely disappear. 
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Correspondence 


COAL TAR IN DERMATOLOGIC 
PREPARATIONS 


To the Editor:—This letter should serve as a con- 


structive supplement to the report of Downing and his. 


collaborators in the June 1944 issue of the ARCHIVES 
(page 357). The report alleges that dermatologists 
prefer a jet black color to their crude coal tar salve 
as against the greenish shade some products possess 
and relates clinical experience with both types of salve 
as revealing similar therapeutic efficacy. 

There are two groups of substances in crude coal 
tar. Both are black; but one is stable, and the other 
readily turns a chocolate brown on contact with water 
and air (oxygen). Mixtures of black and brown give 
greenish shades, an olive drab color. May I suggest 
a simple experiment for those of my colleagues who 
seek experimental proof of this fact: 

Add thoroughly mixed crude coal tar, to the extent 
of 20 per cent, to an anhydrous hydrophilic base—let 
us say, to an oxycholesterol-petrolatum base. The 
finished product is jet black. To a portion of this 
black mixture add water and rub it in. The mixture 
gradually assumes an olive drab color. 

Some years ago I succeeded in separating these two 
crude coal tar fractions. I then thoroughly satisfied 
myself that the stable black fraction is useless and con- 


product rather than a jet black one. 


been an instructor in dermatology in the Un: 


tains the gritty portion of the tar. 
tion is the therapeutically active one. 
rather than seek for a crude coal tar salve 

black or object to one that is greenish (cont 
brown fraction) dermatologists should welcon 


is more or less 


is to say, they should welcome 


The unst 


a 


It fe 


free of the stable black fract 
chocolat 
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HERMAN SHARLIT, M.D., New 


32 East Sixty-Fourth Street. 


News and Comment 


DEATHS 


Dr. Edward C. Gager died at his home in 
on July 29, 1944, at the age of 62. 


Minnesota Medical School. 


DY: 


Caager 


Dr. Jerome Kingsbury died in New York o1 


Dr. Andrew P. 


Dr. Laird 
Aug. 9, 1944. 


S. Van Dyck died 


in 


siddle died in Detroit on 
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Abstracts from Current Literature 


EpItep BY Dr. HERBERT RATTNER 


CUTANEOUS FRAGILITY AND HyPpeEr- 


| 
| 


appeared in 6 of the 9 patients within twenty-tour hours 


AND ARTICULAR HypeRLAXxITy. BEN  aiter ingestion of known allergens. 
~ and Hyman WErner, Am. J. Dis. Child. In preparation of the serums each patient was given 
me 63: Feb.) 1943. a morning meal made up of offending food or com 
4 rs-Danlos syndrome, well known to derma- bination of foods and under strict asepsis 5 to 10 cc. ot 
at nsists of laxity and hemorrhagic tendency of blood was withdrawn at regular intervals of one-half, 
7 laxity of joints and peculiar circumscribed 0" two, three and twelve hours. This procedure was 
a the skin. The authors present 1 case of the repeated on the following day, and the specimens from 
| me and a second case in which the patient the patient were pooled and retrigerated. The serum 
4 , ‘treme fragility of the skin without unusual @S lecanted in twenty-four to forty-eight hours and 
a lasticity or articular laxity. The second * sted for sterility. Solution of merthiolate (1: 50,000) | 
4 tes that there are instances of the incomplete “4° used as a preservative. It was felt that by the 
q collecting of samples of blood at regular intervals during 
this period at least part of the antigen might be re- 
Inrancy. James W. Bruce and covered. 
S. CHALKLEY, Am. J. Dis. Child 65:739 Each patient had been given an elimination diet, and 
) 1943. : the lesions had either cleared or remained stationary 
ning : ; , before he was tested with 0.1 cc. of his own serum and 
ae short but interesting review the authors com- (1 ¢¢, of 1:50,000 solution of merthiolate used as a 
J results ol treatment in two groups of infants with control. 
‘ rhe first group consisted of infants who In order to rule out the possibility of a nonspecific | 
d prior to the introduction of sulfanilamide factor, such as a toxin, 20 nonallergic subjects were | 
; py, and the second, a more recent group of tested with allergic autoserums and none of them had 
were treated with sulfanilamide. a delayed reaction. In each of the allergic patients 
teresting to note that the introduction of tested, the delayed reaction resembled the basic derma- 
ide has effected early and decided improve- tologic lesion, which suggests that the cutaneous reac- 
i reduction in number of days in the hospital. tion was caused by the same substance that caused the | 
therapy has not materially lowered the mor- clinical lesion. Gevper, Los Angeles. 
for infants below 1 month of age, nor has 
decreased the complications. THE EXPERIMENTAL DEMONSTRATION THAT PERIARTER- | 
Iris NoposA Is A MANIFESTATION OF HYPERSENSI- 
MA OF THE ELpow SuccessFULLY TREATED tivity. ARNOLD R. Ricw and E. Grecory, 
St. Pau! ii RADIUM AT AN Earty Ace. Ira I. Kapran, 3ull. Johns Hopkins Hosp. 72:65 (Feb.) 1943. 
9 P Dis. Child. 65:785 (May) 1943. The authors were able to produce typical diffuse peri- | 
ve ; s primary purpose in presenting this short case arteritis nodosa in rabbits by establishing a condition 
@eport was to show that radium therapy properly given analogous to serum sickness in man. They have thus | 
eed not adversely affect the growing bones in children. demonstrated that periarteritis nodosa is one manifesta- 
\ugust 2 ie Netson Paut ANnpErson, Los Angeles. tion of the anaphylactic type of hypersensitivity. 
Y ; Previous clinical and pathologic evidence has sug- | 
DerMAtoses Due to Foop Hypersensitivity: gested that in addition to foreign serum and sulfonamide 
or A DELAYED Sktn Reaction Fottowixc Compounds other widely different types of sensitizing | | 
TANEOUS INOCULATION or AuTosEnuM, R. antigens are capable of causing periarteritis nodosa in | 
Wincarp, Arch. Pediat, 60:139 (March) ™"- Such facts suggest the attempt to determine and | 
. eliminate the responsible antigen in each case of a dis- 
ease diagnosed clinically as periarteritis nodosa. | 
. i report of a series of investigations made by | 
Hc author on 9 hospitalized allergic subjects in an at- SKIN SENSITIVITY TO MYCOBACTERIAL TUBERCULOSIS IN | 
t recover sensitizing agents in the blood of the Sarcorposis. W. S. Brooke and R. Day, Bull. 
Patients with atopic dermatoses due to food hyper- Johns Hopkins Hosp. 72:101 (Feb.) 1943. 
x 


eriment was instigated by the accidental find- 
- local erythematous reaction at the site of 
1 on a patient with acute urticaria who was 
t ted empirically by intracutaneous inoculations 
x n serum. The reaction developed in six to 
} urs and resembled the lesions of his original 
fer It was felt that this delayed reaction was 
presence of allergens in the autoserum. 
subject tested the etiologic role of the ingesta 
med by noting the response to elimination diets 
ttect of renewed exposure. Clinical lesions 


Seven patients with sarcoidosis were tested with 
eighteen tuberculins prepared from different members of 
the mycobacterial family. Tuberculins giving a positive 
reaction were used to study 5 normal controls. Three 
of the 7 patients with sarcoid disease and 2 of 5 controls 
showed positive reactions to old tuberculin prepared 
from human bacilli and to a few other mycobacterial 
tuberculins. 

Such tests present evidence against the view that the 
cause of sarcoidosis is related to any member of the 
mycobacterial germs used in this series. 


NELSON Paut ANpbERSON, Los Angeles 
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126 ARCHIVES O48 
EczeEMATOUS PyYoObDERMA: SENSITI- 
ZATION REACTION TO SUCCESSIVE LOCAL AND ORAI 
THERAPY: REPORT OF TWELVE CASES. CLARENCE 
S. Livincoop and DonaLtp M. J. A 
M. A. 121:406 (Feb. 6) 1943. 


The authors report 12 cases of sensitization to sulfa- 
thiazole in patients who had had a localized eczema 
with a secondary pyogenic element. The reaction is 
probably produced by rather prolonged application of 
the sulfathiazole ointment (more than five days) and 
becomes manifest when sulfathiazole is given by mouth. 
The symptoms occur after administration of a small 
amount of sulfathiazole and within a period of a few 
hours. 

The course of events was similar in all cases: (a) 
prompt development of constitutional symptoms, includ- 
ing malaise, chilliness and elevation of temperature, 
(b) local exacerbation of the under treatment 
and (c) a generalized hematogenous “id’’-like eruption, 
which was always pruritic and explosive in its onset. 
The symptoms recur when sulfathiazole is taken by 
mouth a second or third time. 

On the basis of an experience with more than 1,000 
patients for whom local sulfathiazole therapy to the 
skin has been used, it is considered that (1) such 
therapy should not be employed for more than five 
days, (2) the indications for such therapy should be 
carefully considered and (3) local suliathiazole therapy 
is highly effective in treatment of frank superficial 
pyodermas but is decidedly less effective against chronic 


SULFATHIAZOLE IN 


lesions 


eczematous processes. 

HYPERSENSITIVITY PRODUCED BY THE Topical APPLI- 
CATION OF SULFATHIAZOLE. M. H. CoueEn, H. B. 
Tuomas and A. C. Kariscn, J. A. M. A. 121:408 
(Feb. 6) 1943. 

The authors report 2 cases of varicose eczema treated 
locally with 5 per cent sulfathiazole ointment in which 
was produced a generalized eruption that was repro- 
duced by the administration of small doses of sulfa- 
thiazole by mouth. 

They believe that the topical application of sulfathia- 
zole can arouse a hypersensitivity resembling an allergic 
phenomenon and that this hypersensitivity can be 
affected by continuation of the use of the drug either 
locally or by ingestion. 

The older methods of treatment of varicose eczema 
and varicose ulcer should always be tried before sulfa- 
thiazole therapy is instituted. 


CUTANEOUS HYPERSENSITIVITY TO ToprcaL APPLICA- 
TION OF SULFATHIAZOLE. ALFRED L. WEINER, J. A. 
M. A. 121:411 (Feb. 6) 1943. 

Weiner reports 4 cases of cutaneous hypersensitivity 
to sulfathiazole and sodium sulfathiazole, established in 
each instance by means of a patch test. In each case 
the dermatitis occurred as a characteristic contact der- 
matitis which disappeared when use of the sulfathiazole 
preparations was discontinued. It is Weiner’s opinion 
that the incidence of cutaneous hypersensitivity to the 
drug is low. 


CuTANEOUS MELANOMAS: CLINICAL StTubY OF 
Srxty Cases. J. R. Driver and Donatp N. Mac- 
Vicar, J. A. M. A. 121:413 (Feb. 6) 1943. 

Of a series of 60 patients with melanomas, 25 pre- 
sented themselves for treatment comparatively late. 
with relatively advanced malignant growths. Only 2 
of them are known to be alive more than five years 
later. Of the other group of 35 patients seen in der- 


DERMATOLOGY 


AND SYPHILOLOGY 


matologic practice, 17 survived from seven 
years. These patients were seen early in th 
and the great majority were free of metastat 
nation when they were first treated. 

The authors recommend early diagnosis ai 
destruction of the primary lesion either 
cauterization or by radical excision with the < 

If the lymph nodes are clinically involved, t 
of cure are practically nil. Melanomas on the fing 
hands, arms, feet and legs should be treated hy ap 
tation iollowed by surgical dissection of the reg 
lymph nodes in every case. 

The complete scalpel excision or thoroug 
tion of flat nonhairy pigmented nevi (jw 
nevi) from areas subject to chronic irritat 
best form of prophylaxis for cutaneous melanomas 


MAPHARSEN IN THE TREATMENT OF COoNGEN 
SYPHILIS. GirSCH D. ASTRACHAN and 
ALSTYNE CORNELL, J. A. M. A. 121:746 (Mar 
1943. 

Astrachan and Cornell consider mapharsen a 
drug for use in treatment of late congenital 
and of interstitial keratitis. Dr. John E. 
in his discussion of this paper disagrees with the aut 
as to the usefulness of mapharsen in treatment 
interstitial keratitis. 

Astrachan and Cornell believe that 0.75 mg. per 
gram of weight should be the maximum 
patients with any form of congenital syphilis 
less toxic tor children than for adults and can be g 
intramuscularly to selected patients if all attempts 
intravenous therapy have failed. 

In 7 of 10 cases of early congenital syphilis 
patient’s serologic reaction was reversed partly 
pletely after an average of seventeen and _ three-tent 
injections of mapharsen were administered. 


Raus 


LESIONS OF THE ESOPHAGUS IN GENERALIZED | 
SIVE SCLERODERMA. JOHN R. Linpsay, F. E. 7 
PLETON and STEPHEN ROTHMAN, J. A. M. A. 12 
745 (Nov. 20) 1943. 

Five patients with clinically and histologically ty 
generalized progressive scleroderma presented 
of a disturbance of the swallowing mechanism, var 
apparently only in the stage of the esophageal 
There was roentgenologic evidence of disturbed 
tion of the esophagus in all 5 with a varying degr 
of stenosis in 3. 

The esophageal disturbances were . characterized 
loss of peristalsis in the lower two thirds of the 
agus, difficulty, especially when in the lying posit 
in swallowing solids or liquids, burning pain | 
the sternum about an hour after meals, chroni 
tion in the lower third of the esophagus and _ strict’ 
formation in the later stages, limited to the reg 
immediately above the phrenic ampulla of the esop 

3iopsies of esophageal specimens revealed changes 
the connective tissue of the submucosa which suggest 
sclerodermatic change. 

On the basis of the observations in these 5 cons 
tive cases, ‘the authors believe that disturbance: 
esophageal function is characteristic of generalized ? 
gressive scleroderma. 


CuTangeous Reactions Due to THE Bopy Lo‘ 
(Pepicutus Humanus). Samvuet M. Peck, 
LARD H. Wricut and JaAmMes Quincy Gant 
J. A. M. A. 123:821 (Nov. 27) 1943. 


There are apparently two components to t! 
bite reaction”: the purpuric element due to the act 
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an inflammatory reaction following sensi- 


exposures to the body louse will result in 
nent of a dermal hypersensitivity to it and 
the majority of persons exposed. 
xt FoR Pepicutosts Capitis. WHILLIAM A. 
J. A. M. A. 123:825 (Nov. 27) 1943 
mtaining 40 per cent of the monophenyl 
lene glycol, 30 per cent of ethyl alcohol, 
f water and 5 per cent of methyl salicylate 
to be satisfactory for the treatment of 
capitis. This preparation rapidly kills lie 
t costs little, and it is not irritating. 


GrorcE K. Rocers, J. A. M. A. 123:887 
4) 1943. 
is produced by a mite known as Pedicu 
sus. It lives as an ectoparasite on vari 
Probably the most common of these 1s 
wht that in the process of abstracting liqui 
kin the mite synchronously injects an irritat 


e which gives rise to an urticarial type ot 


es cannot thrive on human blood. Hence 
attached to the human skin for only a short 
refore treatment with the view of destroy 
is useless. 
mic occurred in Phoenix, Ariz., among men 


bales of hay. The individual lesions wert 


papular, with many showing the character 
formation of urticaria. They differed from 
however, in that those which were not ex- 
vere surmounted by a tiny central vesicle 
m the size of a pinpoint to that of a pinhead. 
the men on their own initiative sprayed 
es with a commercial fly spray and claimed 
from the bites of the mite. This product 

a pyrethrum extract (from which the irri- 
perties have been removed) and an odorless, 


refined kerosene. Since kerosene is irritating 


this method is not to be recommended. 


HENSCHEL, Denver. 


/ENITIS SUPPURATIVA TrROPICALIS (A CoMPLI- 

OF LICHEN Tropicus): Histotocic APPEAR- 

ETIoLoGIC CONSIDERATIONS PARTICULARLY 

PosstBLE RELATIONSHIP OF ASscorBIC AcID 

CARBOHYDRATE METABOLISM. FREDERICK REIss, 
& Clin. Med. 28:1082 (June) 1943. 


uthor describes a case of syringadenitis suppura- 


calis, a name which he gives to a complication 


1 tropicus (prickly heat). Few persons living in 


s escape being affected by prickly heat. There 


n no acceptable explanation, as yet, offered re- 


the cause of lichen tropicus, although many 


tions have been advanced as to the cause of the 


itory involvement and infection of the sweat 


ithor advances the evidence that this complica- 
irthered by excessive loss of vitamin C and 
etabolism. He substantiates his evidence with 
ving facts: In the 20 cases studied all the 
vere women; in 16 of these the face alone was 
These women worked outdoors, as gardeners 

rs, in a temperature around 90 F. Their diet 
f polished rice and vegetables. The profuse 
roduced a depletion of vitamin C, which made 
isceptible to infection. 


The author includes a morphologic and microscopic 
description of this disease. The treatment consists ot! 
appropriate topical applications and use of ascorbic acid 
(vitamin C) internally. Ge.per, Los Angeles 
SoME DETAILS IN THE THERAPY OF SYPHILIS. L. N 

MASHKILLEYSON, Sovet. med. (no. 11) 5:8, 1941 

In an extensive article on the therapy of syphilis the 
author emphasizes the importance of the sometimes 
“forgotten triend” of a syphilologist, the salts of iodine 
Iodine therapy is brought to mind only when arsent 
and bismuth preparations fail, as in cases of visceral 
syphilis and neurosyphilis. 

Just as bismuth unjustly has practically pushed out 
mercury from the therapeutic armamentarium of the 
syphilologist, even more nearly complete has been the 
elimination of iodine. Such a slip of memory is some- 
times harmtiul to the patient. Often the patient himself 
neglects to take iodine salts when prescribed because he 
thinks that “injections and shots” are the real treatment 
In such negligence the fault les mainly with the phy 
sician and not with the patient 

Phe author recommends use of todine for all persons 
with late syphilis and for patients over 40 with syphilis 
in any stage. He considers iodine therapy to be the best 
prophylactic measure against visceral syphilis and neuro 
syphilis, especially for patients of the older age group. 

He also recommends that aiter the patient completes 
his antisyphilitic treatment he continue to take solution 
of potassium iodine for four months the first year and 
for two months a year for two consecutive years 
thereafter. 


THERAPY OF ROENTGEN Dermatitis. FE. I. Dzutarr, 
Sovet. med. (no. 11) 5:26, 1941. 


The author reports a case of roentgen dermatitis of 
both heels of three years’ duration which did not respond 
to any kind of therapy and which cleared with treatment 
with radioactive mud. On account of the intense pain 
in the heels, the patient could not walk without crutches 
and frequently had to be given opiates. There was, 
however, a complete thermanesthesia. 

After two local mud baths in a mud resort of the 
Crimea the crusts fell off and the skin of the heels 
showed islands of clean epidermis, and after four baths 
the patient was free of pain and could walk without 
crutches. 

Altogether the patient received fourteen mud_ baths 
combined with heliotherapy. The skin cleared com- 
pletely; the hyperesthenia disappeared, and the patient 
regained sensitivity to heat. 


TREATMENT OF PEDICULOSIS PUBIS WITH PYRETHRUM 
M. Vortenko, Sovet. med. (nos. 5-6) 6:35, 1942. 
Because of the difficulties in the preparation of oint- 
ments and lotions on the battlefield and because of the 
sensitivity of some soldiers to mercurial preparations, 
the author tried the use of pyrethrum powder for the 

treatment of pediculosis pubis. 

The technic of the treatment is simple: About 2 or 3 
Gm. of the powder is dusted on the pubic region, the 
axillas or other places where pediculi are seen. The 
patient rubs the powder in for three to five minutes, 
and some of the powder is dusted on the underwear 
Aiter five days the patient returns for a check-up. 

Eighty per cent of the patients were cured by the first 
application, and 100 per cent of them were cured by 
two treatments. There was not a single case of 
cutaneous irritation from the pyrethrum. 


Grapow, San Francisco. 
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Society Transactions 


Epitep BY Dr. 


BALTIMORE-WASHINGTON DERMA- 
TOLOGICAL SOCIETY 


JosepH Kennepy, M.D., Chairman 
REUBEN GOLDMAN, M.D., Secretary 
June C. SHaFer, M.D., Reporter 


University of Virginia Hospital, Charlottesville, Va. 
May 29, 1943 


The following cases were reported by the staff of the 
department of dermatology and syphilology of the 
University of Virginia Hospital, Dr. Dudley C. Smith, 
Dr. June C. Shafer, Dr. Phyllis E. Jones, Dr. A. J. 
Crutchfield and Dr. Page Booker. 

After a discussion of the cases, Dr. Alfred Chanutin, 
professor of biochemistry, discussed “Lipid Metabolism 
in Relation to Cutaneous Disorders.” 


Lichen Planus Erythematosus. 

Miss V. R., a white nurse aged 37, was first seen in 
August 1940 with a pruritic, erythematous maculo- 
papular eruption on her face, neck, trunk and perineum. 
The lesions had been present for fourteen months and 
were aggravated by ultraviolet irradiation. A tentative 
diagnosis of lichen planus was made and intramuscular 
injections of bismuth sodium tartrate were prescribed. 
Histologic examination revealed a loosely lamellated 
hyperkeratosis of the epidermis with an intact granular 
layer, which in some areas was increased in thickness. 
There was some disorganization of the basal cells, with 
edema of the lower rete layer and the papillary portion 
of the corium, which obliterated the line of demarcation 
in several areas. The upper part of the corium had a 
rarefied appearance, with a moderate infiltrate of small 
round cells perivascularly and about the margins of the 
hair follicles and sweat glands. It was felt that the 
changes were consistent with early atypical lupus 
erythematosus. 

In September 1940 the patient was examined in 
Baltimore by Dr. Maurice Sullivan, who stated: “In 
differential diagnosis I considered the possibility of 
lichen planus erythematosus (Crocker).” 

The patient was seen here again on May 11], 1943, 
her course having continued essentially unchanged. She 
stated that bismuth had given no relief and its use had 
been interrupted because of stomatitis and diarrhea; 
roentgen ray therapy and various local applications had 
been used, without benefit. Although the lesions on her 
buttocks had cleared, there had been little variation in 
the other lesions and she complained of severe pruritus. 
At times a slight afternoon fever was present, but there 
had been a gain in weight of 10 pounds (4.5 Kg.) and 
her general health was good. 

Physical examination revealed on the face thinly 
scattered red, shiny papules, which fused at the hair 
margin to present a diffuse erythematous appearance; 
a few lesions appeared on the scalp. Similar papules 
were thickly distributed over the neck, between the 
breasts and over the shoulders, with scattered lesions 
on the lower part of the back, the abdomen and the 


HERBERT RATTNER 


fingers. The remainder of the physical es 
revealed no pertinent abnormalities. 

The urine was normal. <A blood count s!} 
hemoglobin content to be 12 Gm. (Haden); e1 
3,560,000; leukocytes 4,600, with a differentia! 
tion of 2 per cent band forms, 54 per cent 
polymorphonuclear leukocytes, 35 per cent sma! 
cytes, 5 per cent transitional monocytes and 4 
eosinophils, and platelets 214,000. Other 
studies gave results within normal limits. 

The conditions on presentation are essential 
described on May 11, 1943. 


DISCUSSION 


Dr. MavcriceE SuLiivaAn: In 1940 it was my 
sion that this patient had lupus erythematosu 
could not decide definitely, since some of tl 
looked like lichen planus. Crocker described 
between these two, which is like lupus eryt! 
but in which the appearance of the papular 
like lichen planus. The patient was sensitiv: 
violet irradiation by test. 

Dr. F. A. Extis: Crocker’s disease is 
lupus erythematosus. One patient that I saw res; 
well to a bismuth preparation. There is atro; 
tends to disseminate but not much infiltratior 
has she not lost her hair? The disease may 
become atrophic. Lichen planus can become 
like lichen sclerosus et atrophicus. Lichen pla: 
seldom occurs on the face. I have heard of only 
Lesions in the mouth are difficult to evaluate 
know if this is a true planus, although this diag: 
seems more suggestive than lupus erythematosus 


Dr. Murrett: The photosensiti 
points toward lupus erythematosus. 


Lichen Sclerosus et Atrophicus. 


Mrs. H. J., a white housewife aged 53, was ad 
to the hospital on May 14, 1943, stating that two y 
previously she had noticed an eruption in the 
region. There were no associated symptoms, but 
year later similar lesions, consisting of flat-to 
papules and plaques, appeared on the chest, bel 
left breast and on the left wrist. Six months later? 
lumbar involvement spread rapidly downward t 
the upper end of the anal furrow, and three weeks p 
to her admission the plaque ulcerated, dischargit 
seropurulent material. Moderate tenderness 
panied the ulceration, but there were no other sympt: 
except mild pruritus in the described areas. 

Physical examination disclosed a plaque 3 
(7.5 cm.) in width extending in the midline 
level of the tenth thoracic vertebra to the first 
vertebra. Centrally there appeared a_ ragged 
2 cm. in diameter covered with exudate. 1 
vas formed by flat-topped shiny white atrophi 
from 1 to 5 mm. in diameter and raised 1 mm 
the surrounding skin. A lesion 1 cm. in diamet 
present on the flexural surface of the left wri 
an area 4 by 6 cm. appeared under the leit 
Numerous diffusely scattered papules were located ! ." 
tween the breasts and over the upper part 
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The vulvar and perineal areas were covered 
ar lesions. There were no other conditions 
which were pertinent to the chief complaint. 
{ laboratory studies, including determinations 
phosphorus and phosphatase, were within 
its. The cholesterol content of the blood 
mg. per hundred cubic centimeters; the basal 
rate was —4 per cent. Histologic study of 
ma lesion on the abdomen revealed atrophy 
lermis, with keratotic plugging, loss of the 
s and necrosis of the basal cell layer. Edema- 
ges and homogenization of the connective 


v the epidermis were present, with extravasa- 


B tor the red blood cells in the area. A moderate 
with some perivascular involvement appeared 
bin the underlying corium. 


DISCUSSION 
F, A. Erris: I think this 1s an interesting case. 
is unusual to find hypertrophic lesions in this disease. 
\fontgomery takes us to task for confusing this 
th the similar picture of kraurosis vulvae. The pic- 
ll shown here with plugging and separation 
n the epidermis and cutis caused by an unknown 
s substance. There is a rarefaction of the upper layers 
t utis. It looks as if it would bring serum, but 
lesions t s not. What causes the rarefaction? It is thick 
h helped to account for the warty appearance. 
s is a dermal disease often confused with epidermal 
m lakia, which is an epidermal disease. One of my 
espor tients also had kraurosis with lesions on the vulva. 


I. R. Pets: I had a patient like this with white 
isease. Is this a clinical entity? There is a 
of opinion. 
a J. W. AnpvERSON: It is really lichen sclerosus et 
atrophicus. The name “white spot disease” should be 
lj L. GinsperG: The purplish halo around the 
1s sions is significant for a diagnosis of lichen sclerosus 
‘tizat ct atrophicus. Is this a clinical entity? I think white 
lisease and lichen sclerosus are different diseases. 


is a clinical entity. 
F. A. Etris: White spot disease is not a clinical 
Histologically it is like scleroderma. 


Linear Lichen Planus. 


but + |. S. M., a white man aged 76, was first seen on 
it-to : \pril 23, 1943, when he gave the following history: 
I ighteen months he had noticed a linear itching 

later t rmatitis on the posterior aspect of his left leg. The 
tus continued to be mild, and there was no change 

ks pr + in extent of the lesion until one or two months before 


ging ¢ is admission to the hospital. At that time, after a 

lecystectomy, the dermatitis advanced up the calf 
- medial aspect of the dorsal surface of the thigh, 

ng the middle of the buttock. The pruritus had 
somewhat more severe. 


rom xamination disclosed a linear area 1 to 3 cm. in 
t sacra Be d extending from the left ankle posteriorly to 
d ulcer J} the middle of the buttock. The lesions, which showed 
B a tendency to plaque formation, consisted of bluish red 

@ Pepules with flat tops covered with shiny adherent 

i In the lumbar region were a few pigmented 

ter 8 I 1es Which appeared to have healed. The remainder 


ist, ant Bo: examination revealed no further abnormalities. 

+. ‘esults of histologic studies were reported as follows: 

“On section there is seen a layer of squamous epithelium 
is decidedly atrophic, the rete pegs being entirely 
Keratotic material is seen over the surface. Just 
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beneath the epithelial layer there is a dense infiltration 
of inflammatory cells, which are predominantly lympho- 
cytes.” 

A diagnosis of linear lichen planus was made, and 
treatment has consisted of intramuscular injections of 
crude liver extract. There has been little change in the 
appearance of the lesions since the patient's first admis 
sion to the hospital. 

DISCUSSION 


Dr. F. A. ELtis: 
of atrophic lichen planus rather than of true lichen 
planus. 


The pathologic picture was that 


Erythroplasia of Queyrat; Molluscus Conta- 
giosum. 

H. W. B., a white salesman aged 42, was first seen 
in December 1942, because of thickening and induration 
of the prepuce, which had developed in November 1941. 
When this subsided, a rounded, raised, firm lesion re 
mained, which on biopsy was diagnosed as erythroplasia 
Since roentgen therapy had been administered elsewhere 
and had produced no improvement, the patient was re- 
ferred to this hospital for further care. In August 
1941 an exfoliative dermatitis of undetermined cause 
had also developed from which he had recovered satis 
factorily. 

On retraction of the prepuce there appeared an 
erythematous induration with superficial ulceration. 
This involvement extended to the margin of the glans, 
where a denuded area was present at one point. The 
ulceration on the glans was thoroughly electrocoagu 
lated, and circumcision was performed. A _ histologic 
study of the tissue revealed moderate hypertrophy of 
the rete pegs. Many mitotic figures were found in the 
stratum mucosum, and a decided round cell infiltration 
with increased vascularity appeared in the cutis. There 
was no evidence of invasion below the basement mem 
brane of the epithelium. 

The patient was seen again in February 1943, when 
the penile lesion had healed except for slight superficial 
thickening. A diffuse discrete papular eruption, how- 
ever, had appeared on both legs, and a histologic ex- 
amination of these lesions revealed conditions consistent 
with molluscum contagiosum. A keratolytic lotion was 
prescribed. 

On presentation, May 29, 1943, a crusted sessile 
papule approximately 1 cm. in diameter and 4 mm. in 
thickness had recurred on the glans penis distal to the 
corona. The eruption on the extremities had not 
responded to local therapy. 

Note.—A biopsy of the penile lesion on June 8, 1943 
was reported as indicating a diagnosis of erythroplasia, 
and the area was again electrocoagulated. Sulfapyridine 
was prescribed as suggested for molluscum contagiosum, 
but after eight days the patient showed no clinical 
response and use of the drug was discontinued because 
of a gastrointestinal reaction. 

DISCUSSION 

Dr. F. J. ErcHeNLAus: The lesion on the glans penis 
is not consistent with erythroplasia of Queyrat, which 
is a flat, glazed, weeping and deeply infiltrated lesion. 
It is consistent with Bowen’s disease. It 1s character- 
istic of an epidermal carcinoma and should be excised 
promptly. 

Dr. D. C. SmitrH: After removal of the prepuce the 
patient still had this plaque. I suggest that it is a patch 
of molluscum contagiosum. The genital lesions did not 
have the characteristics of keratosis blennorrhagica. 
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Both Bowen's disease and 
epitheliomas, and both 


Location of the lesion 


Dr. H. F. ANDERSON: 
erythroplasia are intradermal 
become prickle cell epitheliomas. 
determines definition. Erythroplasia occurs on the 
mucous membrane and Bowen's disease on the skin; 
for this reason there is a slight difference in the histo- 
logic structure. 

Da. 
part of the body. 
membrane. 


Bowen's disease appears on any 


It has been reported on the mucous 
Dr. REUBEN GoopMAN: The lesion on the penis may 
be a traumatic nodule. 

Dr. Maurice SuLLIvVAN: In some cases molluscum 
contagiosum has been reported as responding to sulfa- 
pyridine. 


(Pemphigus Vulgaris? 
Erythema Multi- 


A Case for Diagnosis 
Dermatitis Herpetiformis? 
forme?). 

S. W., a white girl 

the hospital on Nov. 10, 

eralized development of 


aged 2 was admitted to 
1942, with a history of gen- 


bullous lesions chiefly about 


years 


the genital area and on the extremities of ten days’ 
The child had been in good health 
the onset of the present illness. 


duration. before 

Examination revealed a well developed and moder 
ately well nourished child bullous 
eruption on the face, scalp, mouth, trunk, genital area 
Many of the lesions rose from a non- 


with an extensive 
and extremities. 
inflammatory base; several contained blood-tinged fluid, 
and others had become umbilicated, with an iris appear- 
ance. The tonsils were hypertrophied but showed no 
evidence of infection. A generalized lymphadenopathy 
was present. 

Urinalyses The blood 
count on admission was reported as showing: hemo- 
globin content, 14 Gm.; erythrocytes, 4,500,000, and 
leukocytes, 26,400 per cubic millimeter, with a normal 
differential distribution and normal platelets. Later, a 
secondary anemia developed and the leukocytes varied 
between 6,000 and 44,600 per cubic millimeter; on one 
occasion the number of eosinophils was elevated to 34 
per cent. The prothrombin time was twelve seconds 
(control, thirteen seconds) ; bleeding time, four and one- 
half minutes; clotting time, three and one-half minutes. 
Later in her stay in the hospital the serum proteins fell 
to 5.3 per cent with an albumin globulin ratio of 1.4: 1. 
A roentgenogram of the chest revealed normal con- 
ditions, as did other laboratory studies. 

After her admission to the hospital the temperature 
showed mild irregular elevations, to 100.6 F. Liver 
extract and iron cacodylate were administered intra- 
muscularly, and when there was no response to this 
therapy, a course of superficial roentgen irradiation 
was given, without effect. On her seventy-sixth day in 
the hospital the temperature began a spiking course to 
104 F. Three injections of naphuride (the American 
equivalent of ““Germanin”) intravenously at intervals of 
two days were given, but when the elevation of tem- 
perature continued and red blood cells and casts appeared 
in the urine use of the drug was discontinued. 

When the urinary abnormalities cleared, sulfathiazole 
by mouth was used, which controlled the febrile reac- 
tion. Throughout this period the patient was given 
multiple transfusions of blood and plasma. Local ther- 
apy consisted of antiseptic powders and baths. During 
her course of one hundred and nineteen days in the 
hespital, crops otf bullae appeared at intervals, the 
The child was 


revealed no abnormalities. 


episodes becoming, however, less severe. 


DERMATOLOGY 


AND 


SVYPHILOLOGY 


with the dis 
skin having assyp 
With  oceasjon, 


discharged on March 8, 1943, 
apparent moderate remission, the 
thickened 
bullae appearing. 

During the interval from until 
1943 the child’s status has remained essentially 
The skin appears chronically thickened, and } 
present on the extremities. Only local meas 
been used in the interim. 


foliaceous appearance, 


discharge 


DISCUSSION 

Dr. F. J. E1rcHENLAuB: I think this is 
Duhring’s disease. 

Dr. F. A. Extis: I agree with Dr. Ei 
Sulfapyridine should be given by mouth. Chil rs 
grow this disease. They also do well with s ' 
potassium arsenite. i 

Dr. L. GrnsBperG: Dr. Fred Wise says that : 


not encounter pemphigus in a child, and I agr 
him. The clinical picture is not entirely ty 
Duhring’s disease, but there are many variatior 
platelet counts should be obtained in cases of Du 


disease. They are usually increased. 
Dr. F. J. ErcHENLAUB: unsuit 


young persons, since arsenical keratoses, whic] 


Arsenic is 


serious, are liable to develop. 


Pseudoprimary Tuberculous Complex. 

M. I. B., a white woman aged 28, was first 
May 11, 1943, because of a 
cheek of approximately three weeks’ duration. At 1 | 
onset a “pimple” had developed in this area at 


small ulcer on t! 


concurrently there was painless enlargement of a 1 
When the “pimp! 
squeezed, a purulent discharge appeared. <A local | 
sician prescribed sulfathiazole ointment, and during t 
therapy the lesion broke down, forming a punched 
ulcer with seropurulent drainage. The 
gland remained approximately the same size and i 
relatively reactionless. It was found that the 

employer had active pulmonary tuberculosis with orga: 


submaxillary lymph node. 


ulcer 


isms in the sputum. 

Physical examination disclosed a punched-out cr 
ulcer approximately 1 cm. in diameter with an indurat 
margin. The lesion located on the right 
2 cm. behind the angle of the mouth. An enlarged: 
tender palpable node was present under the angl 
right mandible. The remainder of the physical exar 
ination revealed no pertinent abnormal conditi 

Dark field examinations of material 
and of a lymph node did not reveal Treponema | 
lidum. The Wassermann and Kahn 
blood were repeatedly negative. Occasional tube: 
bacilli were present on direct smear from the lesio 
but fungi could not be identified by this method 
culture. Examinations of the urine and blood revea 
normal conditions. A Frei intradermal test elicit i 
negative reaction, as did agglutination tests 1 


Was 


from the 


reactions 


terium tularense. The reaction to an intracutant 
test with old tuberculin in a dilution of 1: 1,00 
strongly positive. 

A roentgenogram of the chest revealed a s: 
posit of calcium in the lower part of the right lung 
and several diaphragmatic adhesions, which wet 
preted by the tuberculosis service as an inactive prin 4 
tuberculosis complex. In view of these observatio! ; 


a diagnosis of a pseudoprimary tuberculous 
of the skin was made and roentgen irradiati 
administered to the lesion and the satellite glar 


in 


4 
1 
q 
{ 
| 


SOCIETY TR 


DISCUSSION 


4. Ettis: Total excision is the most helpful 


Erythema Induratum. 


McG., a white woman aged 20, was admitted 
spital on March 28, 1943, with ulcers of the 
began in September 1941, while she was a 
irse at a local hospital. The initial lesion 
above the right ankle and persisted several 
healing with local treatment. In September 
tiple reddened nodules, which later ulcerated, 
on both legs. Sulfathiazole ointment used 
aused increased irritation. Some lesions healed 
leaving superficial erosions or pigmented scars; 
rsisted, with purulent drainage. Local mea- 
luding application of elastoplast bandages, were 
value. No medicines were taken internally. 
was no familial history of or known contact 
berculosis other than during her student nursing 


il examination revealed a well developed white 

weighing 207 pounds (94 Kg.). Bilateral ulcers 

resent, chiefly on the anterior aspects of the legs. 

is were indurated, erythematous, crusted and 

the large lesions being 8 to 10 cm. in diameter. 

ral pigmentation appeared about several of the 

On the right leg was a healed bluish pigmented 

ithout induration or ulceration. On the dorsa 

both feet a number of small indurated ulcers with 

ed-out centers were present. There were no other 
rtinent physical observations. 

iboratory studies revealed that results of blood 

ints and urinalyses were within normal limits. The 

limentation rate was 28 mm. in one hour. The Was- 

inn and Kahn reactions of the blood were negative. 

putum did not yield tubercle bacilli, and none were 

in smears from the ulcers of the legs. The basal 


etabolic rate was —19 per cent. An intracutaneous 


t with 0.1 ce. of 1:1,000 solution of old tuberculin 


ited a strongly positive reaction. A roentgenogram 


1 the chest revealed conditions consistent with a slight 


rimary tuberculous infection of questionable stability. 


psy of a section from an ulcerated lesion of the leg 
nstrated numerous well defined areas of perivas- 
infiltration in the subcutis, consisting of epithelioid 
lls, lymphocytes and giant cells. Several of the 
lules showed central necrosis, and there was thicken- 
the walls of the vessels. No acid-fast bacilli 
resent, a basic stain being used for differentia- 

f the organisms. 
ireatment has consisted of mild local measures and 
st in bed with elevation of the lower extremities. 


ntracutaneous injections of 0.1 cc. of old tuberculin 


10,000 dilution were given at weekly intervals. 
this therapy the lesions are healing rapidly. 
DISCUSSION 


[HOMAS Erythema induratum is a 
phic lesion starting with a deep nodule which 


teacs to become more progressive, lesions usually re- 


Could this disease be erythema nodosum? 

MAvRICE SULLIVAN: Clinically, the picture is 

but the lesions are in their end stage. Histo- 

It 1s consistent with erythema induratum, 

y in the end stage. There are inflammation, 
ntation and scarring. 

H. F. Anperson: I think these may be tertiary 

lesions. They are healed now, and_ the 
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brownish pigmentation and symmetric distribution are 
in favor of syphilis. 

Dr. D. C. SmitH: These areas have been present 
for two years; they started with definite nodules in the 
skin and went through all the stages of erythema in 
duratum. There was a strongly positive reaction to 
tuberculin. 

Dr. F. A. Ettis: The clinical and histologic picture 
is like that of erythema induratum, but how was. she 
cured so well? 

Dr. REUBEN GoopMAN: I think this is a case of fat 
necrosis. The picture is usually that of erythema in 
duratum. A person in whom an unusual amount of fat 
develops is liable to have areas of fat necrosis. It may 
be a drug eruption. 


Keratosis Follicularis. 

E. T. R., a white farm manager aged 74, was first 
seen in August 1939 with a pruritus of the skin asso 
ciated with the formation of wartlike lesions over the 
sternal region of the chest, the shoulders and the back. 
The eruption had been present intermittently for fifteen 
to twenty years. 

On examination pinkish brown verrucous lesions from 
1 to 4 mm. in diameter were present in the interscapular, 
upper sacral and lower sternal areas. There were 
scattered lesions on the back and shoulders, with mod 
erate roughening of the skin and a tendency to sym 
metric involvement. Increased pigmentation appeared 
in the involved areas. Histologic studies of the skin 
revealed a hyperkeratosis both in the epithelium and 
about the openings of the hair follicles, the bases of 
which were atrophic. There was a moderate hyper 
trophy of the epithelium, with perivascular infiltration 
throughout the papillary and subpapillary layers. 

A tentative diagnosis of keratosis follicularis was 
made and superficial roentgen irradiation administered, 
with only slight and temporary improvement. 

The patient was seen again in February 1943. The 
character of the eruption was unchanged, and vitamin A 
in a dosage of 60,000 U. S. P. units daily was prescribed. 
At this presentation there has been definite clinical 
improvement. 

DISCUSSION 

Dr. F. A. Etxis: Clinically the lesions suggest kera- 
tosis follicularis, but the biopsy report is not compatible. 
It does not show lacunas or corps ronds. This could 
be just an excoriated scar which developed into hyper- 
keratosis. 

Dr. L. Grnspurc: There is not sufficient evidence 
for Darier’s disease yet, but this is not a plain keratosis. 
The length of time is significant. The slight amount 
ot crusting is against keratosis. This eruption is partly 
vesicular, not crusted. It should have more lesions. 
I can suggest no other diagnosis though. 

Dr. J. L. Cattaway: By cutting deeper into the 
block one might prepare a more typical slide. I think 
it is keratosis follicularis. 

Dr. ReEuBEN GoopMAN: Lesions on the palms sug 
gest Darier’s disease. This seems significant, and | 
feel that it determines a diagnosis of keratosis follicu 


laris. 


Porokeratosis. 

G. M., a white youth aged 17, was first seen in 1941, 
with circular lesions on both sides of the neck which 
had appeared five years previously and gradually ex- 
tended. One year later a similar area was noticed on 


E> 
| 
| | 
| 
other 
| 
| 
ihring 
‘ | 
| 
Al! 
a 
le | 
cal | 
ing this | 
ed if | 
cr 
lurat | 
t | 
ed nor i 
Ort ; 
3 
ul | 
of t | 
ubercle 
lesion | | 
ite | 
an 3 
| | 
| | 
|| 
int 
| 
| 
IT 
ws 


132 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


the left arm. There have been no symptoms except 
mild pruritus and little change in the size of the lesions 
in the past two years. A history of numerous fractures 
since infancy was also obtained, and from the physical 
examination a diagnosis of osteogenesis imperfecta was 
established. Therapy has also been administered since 
his admission to the hospital, in 1941, for congenital 
neurosyphilis. 

Examination of the skin revealed irregularly circular 
areas with elevated keratotic collars appearing as fused 
papules and enclosing an atrophic center. Lesions were 
present on both sides of the neck and on the left fore- 
arm and varied from 3 to 5 cm. in diameter. 

Histologic studies showed a definite localized type of 
acanthosis with mild hyperkeratosis and a thick stratum 
granulosum, involving both sweat glands and hair fol- 
licles. A deep dilated area occurred epidermally at one 
point and was filled with horny material and leukocytes. 
The sweat glands were numerous, but serial sections 
disclosed no decided changes until the epidermis was 
reached. In most areas the duct was normal throughout 
its course. A light inflammatory infiltrate with vas- 
cular and connective tissue proliferation appeared in 
the corium. 


Xeroderma Pigmentosum with Multiple Epithe- 
liomas of the Skin. 


E. E., an unmarried white woman aged 47, was first 
seen in the dermatology and syphilology clinic in 1933, 
complaining of a lesion on the left side of the lower 
lip of three weeks’ duration. The skin on the exposed 
surfaces of the body had been freckled, erythematous, 
dry and scaly since childhood. Diagnoses of xeroderma 
pigmentosum and epithelioma of the lip were made, 
and radium was applied to the involved area, with a 
good result. Since the initial admission the patient 
has been followed regularly as other epitheliomas 
appeared and surgical excision, radium or roentgen 
therapy administered, depending on the sites of involve- 
ment on the face and forearms. In 1938 an epithelioma 
on the lip metastasized to the right supraclavicular 
nodes; there was no involvement of the chest, and the 
area was treated successfully with roentgen irradiation. 
In 1940 a roentgen ray necrosis of the lower lip 
occurred after therapy to lesions which had appeared in 
the interim. Surgical excision of the lower lip was 
undertaken, the patient consistently refusing a plastic 
repair of this defect. 

The patient’s brother was seen here in 1931 at the 
age of 30, and diagnoses of xeroderma pigmentosum 
and epidermoid carcinoma of the nose were made. The 
nasal involvement was so extensive that progression 
occurred in spite of radium and roentgen therapy. It 
was reported that he died in 1933. 

On presentation today there is no evidence of the 
recurrence of malignant lesions. The skin on the ex- 
posed surfaces is as previously described, and a large 
defect of the lower lip is present. 

Note.—The patient was seen on Aug. 25, 1943, with 
a raised, firm lesion 1 cm. in diameter on the left cheek ; 
it had had its onset three weeks previously. The lesion 
was completely excised, and a biopsy was reported as 
revealing a squamous cell epithelioma of grade II. 


Rocky Mountain Spotted Fever. 


R. R., a white female rural resident aged 32, was 
admitted to the hospital on May 25, 1943, with a history 
of malaise, headache and backache of seven days’ dura- 
tion. Four days prior to her admission a spotted rash 


appeared on the wrists, forearms and ankles 
tory of contact with ticks could be obtained. 

Physical examination revealed an acutely 
with a temperature of 102 F. Reddish ma 
present on the palms and soles, about the 
ankles and on the arms and legs, chest, 
neck and flanks. The remainder of the « 
revealed essentially normal conditions. On 
tation, four days after admission, the e1 
faded moderately. 

The erythrocyte count was 4,100,00 per 
meter; the hemoglobin content, 12 Gm., and 
cyte count, 8,000, with a moderate shiit t 
The urine was normal. On the day following 
agglutination tests with Bacillus proteus eli 
tive reactions with a dilution to 1: 320, th 
creasing to 1:1,280 before her discharge. 
other laboratory studies were normal. 


Monocytic Leukemia Cutis. 

A. J. S., a white farmer aged 58, was ad: 
the hospital on May 19, 1943, stating that thr 
months previously he had noticed the appea: 
red slightly elevated nodules on his body w! 
duced no symptoms. Two months later fatigabilit 
weakness appeared, and five days prior to adn 
there was an abrupt onset of severe aching 
tenderness over the bones of the chest. There has | 
a recent loss of weight of 9 pounds (4.1 Kg.) ar 
transitory hemorrhagic areas have appeared on 

Physical examination revealed a pale, well 
white man. Numerous reddish purple nod 
cutaneous lesions up to 10 mm. in diameter and roun 
in outline were present in a generalized distribut 
but chiefly on the abdomen, chest and back. The ar 
were slightly raised, infiltrated, smooth and nonte: 


and did not blanch on pressure. Petechiae were present 


and numerous pigmented nevi and seborrheic keratos 


appeared on the back and chest. The lymph nodes wer 


enlarged generally and were slightly indurated, 
tender and discrete. On examination of the chest 


quisite tenderness was elicited over the clavicle 


sternum, manubrium and lower ribs. Moist rales wer 
present throughout the lungs. The remainder 
observations on the physical examination wer 
contributory. 

Laboratory observations were reported as 
A blood count on May 20, 1943 showed a hemog! 
content of 10.2 Gm. (Sahli), 3,520,000 erythrocytes 
400 leukocytes per cubic millimeter, of which 2 | 
were band and 5 per cent stab polymorphonuclear | 
cytes, 58 per cent small lymphocytes, 9 per cent p 
monoblastic and 3 per cent transitional monocytes 
23 per cent degenerated cells. The average 
of the cells was 7.25 mm.; the hematocrit reading 
34, and platelets numbered 32,000 per cubic mil 
With Goodpasture’s peroxidase stain, the immatur 


4 ster 


+ 


were interpreted as monocytic in origin. 
marrow puncture was repeated as showing 
leukemia, apparently monocytic with decided 
cytopenia. The urine was normal; the bleeding ' 
was seven and one-half minutes, and the clotting tm 
three minutes. A tourniquet test revealed 15 
petechiae in a 3 cm. circle; the prothrombin 
fifteen seconds (control, fourteen seconds). The Wass 
mann and Kahn reactions of the blood were negatt 
The urea level of the blood was elevated to 92 to 132: 
per hundred cubic centimeters during the hosp 
course. Results of other laboratory studies were " 
contributory. 


+ 
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gic examination of a nodule on the abdomen 

superficial portion of the corium to be the 
lefinite diffuse infiltrate, the cells appearing 
exhibiting some degree of pleomorphism. The 
ed from oval or round to notched and kidney 
casional mitoses were present. The cells 
unded by a wide zone of cytoplasm with 
undaries. Nucleoli were present and promi- 
ne of the cells. A fine reticulum partly re- 
larger collagenous fibers in the area. It was 

conditions observed were consistent with 
reticulosis of the skin. 

patient’s course in the hospital the leuko- 

t has continued depressed, never exceeding 
per cubic millimeter. The cutaneous lesions 
ried daily, and on presentation many of the 
infiltrations have resolved. A large number 
hiae and ecchymoses have appeared, and the 
general status has continued poor in spite of 
supportive therapy, including multiple blood 
ions and administration of pentnucleotide and 
tract. 

The patient died on May 30, 1943.  Per- 
for autopsy was not obtained. 


Addison’s Disease. 

\\V. M., a white man aged 31, was first seen on July 2, 
} cause of pain in the right shoulder. A brownish 

ration of the skin was noted which had been 
ent for an indefinite time. On July 24, 1939 he 
readmitted and a diagnosis of Addison’s disease 
hed. Histologic studies of the skin confirmed 

liagnosis. 

The patient has been followed at intervals, and in 
December 1942 administration of desoxycorticosterone 
as started. In February 1943, desoxycorticosterone 
etate pellets (125 mg. X 4) were implanted and his 
irse had been satisfactory until the present symptoms 

ugh, pain in the chest and malaise appeared six 
lays prior to his admission to the hospital. 


4 


Physical examination reveals a generalized brownish 
tation, more evident on the elbows, knees, abdo- 

and back, where it assumes a slate blue hue. There 

lecided pigmentation of the mucous membranes of 
uth. The conditions in the chest are those of a 
effusion probably tuberculous in origin. 


Glossitis Rhombica Mediana. 
Miss C. C., a white woman aged 45, was first seen in 
ry 1943, complaining of an asymptomatic lesion 
base of the tongue of approximately two years’ 
n. An elevated indurated plaque approximately 
2.5 cm. was present on the dorsum of the middle 
of the tongue. The surface was composed of 
smooth nodular areas separated by superficial 


treatment was administered, nor was there any 

in the appearance of the lesion until the patient’s 
tation today, when a superficial ulceration, pos- 
raumatic in origin, has appeared. 

DISCUSSION 

F. J. Ercnentaus: I do not think this lesion 
rms with glossitis rhombica mediana, since it is 
nite ulcer and is inflammatory. It suggests a 
ulcer. 


). C. SmitrH: At other times it was a smooth, 
rhomboid lesion and not ulcerated. The 
now, I believe, is traumatic, possibly from hard 
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Cattaway: I think a biopsy should be 
This may be tuberculosis. 


De &. 


performed. 


Secondary Syphilis, with Asymptomatic Central 
Nervous System Progression. 


C. W., a Negro aged 25, was first seen in August 
1942, with papular and annular cutaneous lesions, patchy 
alopecia and generalized lymphadenopathy. The Was- 
sermann, Kahn and Kline reactions of the blood were 
strongly positive; the titer of the Kahn reaction was 
80 units. A diagnosis of secondary syphilis was made, 
and antisyphilitic therapy was instituted, with a tri- 
weekly intensive schedule (thirty-six injections of an 
arsenical and twelve of a bismuth preparation over a 
period of twelve weeks). The patient reported regu 
larly, receiving 67 mg. of dichlorophenarsine hydro 
chloride (3-amino-4-hydroxyphenyldichloroarsine hydro 
chloride) three times weekly and 0.2 Gm. of bismuth 
subsalicylate once weekly without reaction. The spinal 
fluid on Oct. 19, 1942 was normal except for a trace of 
globulin. 

On November 11, after receiving a total of nineteen 
injections of the arsenical and seven of bismuth sub 
salicylate, the patient lapsed and was lost from observa 
tion until April 8, 1943. On reexamination there were 
no abnormal physical conditions, all lesions having 
healed completely. The Wassermann reaction was 
strongly positive; the Kahn reactions were 1, 3 and 4 
plus; the titer of the Kahn reaction was 4 units. Ex- 
amination of the spinal fluid revealed a moderate in- 
crease in globulin, a total protein content of 70 mg. per 
hundred cubic centimeters and 215 cells (80 per cent 
lymphocytes and 20 per cent polymorphonuclear leuko- 
cytes); the Wassermann reaction was doubtful with 
0.2 cc. and strongly positive with 0.6 and 1 cc.; the 
colloidal gold curve was 5532110000. The patient 
has been given routine therapy. 

DISCUSSION 

Dr. F. A. Ettis: The man definitely had a relapse. 
He certainly has a neurorecurrence with a meningo- 
vascular type of syphilis. It will be interesting to see 
whether he will respond again to routine therapy. 

Dr. REUBEN GoopMAN: It is interesting to see that 
he had nineteen injections of clorarsen (phenarsine hy- 
drochloride). Is clorarsen as good as it is thought to 
be? 

Dr. R. D. Kimproucu: My colleagues and I have 
some patients on a twenty week schedule, which is 
apparently satisfactory. 

Dr. E. E. BARKSDALE: Could this be a progression 
rather than a recurrence, in view of the increase of 
globulin in the first examination of the spinal fluid? 


NEW YORK ACADEMY OF MEDICINE, 
SECTION OF DERMATOLOGY 
AND SYPHILIS 


Davin Broom, M.D., Chairman 
Georce M. Lewis, M.D., Secretary 
Oct. 5, 1943 


Relapsing Febrile Nodular Nonsuppurative Pan- 
niculitis (Weber-Christian Disease). Presented 
by Dr. THomAs N. GRAHAM. 


A. 


a white woman aged 63, born in Spain, is 


presented from the New York Hospital, where she 
was first examined on Aug. 6, 1943. 
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The patient complained of “lumps under the skin” 
of her arms and hips which, she stated, had been present 
for the preceding six months. The onset, according to 
the patient, was accompanied by systemic symptoms, 
including an elevation of temperature which lasted three 
The disease was diagnosed “grip” by her physi- 
cian. Originally the subcutaneous lesions had involved 
the arms, hips and thighs, but the lesions on the thighs 
disappeared within a few weeks. The patient com- 
plained of pain on motion of the arms, of articular pains 
and of weakness. Her weight had decreased 25 pounds 
(11.3 Kg.) during the preceding six months. 

Examination on admission showed a large subcutane- 
ous indurated mass on the lateral-aspect of each arm. 
There were numerous subcutaneous stony hard 
nodules ranging from 0.5 to 3 cm. in diameter. Above 
each iliac crest were numerous similar nodules and long 
cordlike lesions 1.5 cm. in diameter. The lesions were 
slightly tender on pressure. 


days. 


also 


During our period of observation many of the lesions 
underwent involution. 

At the present time there remain a number of nodules 
on each arm just above the elbow and a cordlike lesion 
above the left iliac crest, with a few nodules above the 
right iliac crest. 

The urine was normal. A blood count showed: 
hemoglobin content, 11.3 Gm.; red blood cells, 4,510,000 ; 
white blood cells, 6,500; lymphocytes, 76 per cent; 
monocytes, 2 per cent; polymorphonuclear neutrophils 
(mature), 7 per cent, and band forms, 2 per cent. The 
result of a Mazzini test for syphilis was negative. 

Biopsy on August 24 of a specimen from a lesion in 
the left arm firm tissue which when cut 
presented a homogeneously pale surface which gritted 
to the knife. Microscopic examination was reported by 
Dr. N. Chandler Foot as showing a sclerosing fibrous 
replacement of subcutaneous fatty tissue which alter- 
nated with areas where the fat was sometimes acutely 
and sometimes subacutely inflamed, with polymorpho- 
nuclear leukocytes or lymphocytes, as the case might 
be, forming the exudate. There were some areas show- 
ing breaking up of fat cells with the accompaniment 
of fat phagocytosis, which indicated foci which tended to 
stain red with Masson technic, together with early 
stages of calcification. The appearance of the lesion 
most closely approximated the disease described by Dr. 
Henry Christian and known as panniculitis. 

Plain roentgenograms of the abdomen in both the 
anteroposterior and the posteroanterior projections plus 
tangential views of the mass in the left lower quadrant 
of the abdominal wall outlined a flattened, roughly 
ovoid area in the subcutaneous fat layer, which was 
poorly encapsulated and contained extensive multiple 
minute specks and linear calcific shadows, varying in 
size from 1 to 3 mm. There was a similar but less 
clearly defined area in the fat of the abdominal wall in 
the right side somewhat higher in location. The area 
previously described appeared to be approximately 15 
by 10 by 4cm. The impression was that of calcification 
in areas of fat necrosis, consistent with relapsing 
nodular nonsuppurative panniculitis. 


showed a 


DISCUSSION 
Dr. E. AsBRAMOWITZ: When I examined 
the patient the history had not yet become available, 
and I had the impression that this was a foreign body 
reaction because she gave a history of receiving some 
injections several years ago. When such cases were 


first reported, there was confusion as to whether the 
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AND 


reactions were due to bromides, to iodides o: 
other substance, and in view of the fact that 
is still obscure, it should be considered that so: 
body, especially camphor liniment, liquid pet: 
some other medicament, may have initiated th 

Dr. Jesse A. Totmacu: I obtained a hist 
to that obtained by Dr. Abramowitz. T) 
stated that she had received injections in the 
in the skin of the abdomen. 

Dr. J. Lowry Miter: The lesions on the 
gest scleroderma, as was true of one lesi 
patient reported from the Vanderbilt Clinic 
Nonsuppurative Panniculitis, ARCH. DERMAT. & S\ 
47:82-96 [Jan.] 1943) which definitely suggest 
derma or morphea. Biopsy established the diag: 
panniculitis. Most of the time, patients 
generalized panniculitis have fever, and in this wor 
fever may develop with subsequent attacks. 

a number of cases reported, however, in \ 
lesions were due to local injections. If this 
gives a definite history of injections in the 
regions, that possible cause should be investigated 


other feature usually found is general atrophy 
healed skin, with depression of the entire skin over : 
area. I did not notice any such condition in th 
shown tonight. 

Dr. CHARLES WOLF: 
to observe a case in which were typified the 
manifestations of the Weber-Christian syndrome 
eruption consisted of soft, doughy, 
and lower extremities. Such lesions have thre 
ot progressing: Some disappear spontaneously ; 
go on to liquefaction necrosis, and some assume 
sclerotic stage. These doughy tumors feel like lis 
and are sensitive on pressure. In some cases there i 
history of allergy. 

Dr. THomas N. GRAHAM: In the roentgenogra: 
of this case two types of shadows were observed 


type diagnosed by the roentgenologist in his complet 


report as having been produced by injections of a | 
metal, probably- bismuth, and the other diagnosed 
having been produced by lesions of panniculitis, t 
latter type of shadows corresponding identically t 
cordlike lesions palpable over the iliac crests 
patient stated that she had received a number of u 


tions twenty or more years ago but that none of ¢! 
} 


had been at the sites diagnosed as panniculitis. I belie 


that fat necrosis resulting from injections can he 


out in this case from the history, the roentgenol 
observations and the results of histologic study. 

It is true that in most recorded cases of this dis 
depressions of the skin following involution of 
lesions have been observed. There have, however 
cases reported in which the lesions on involution 
normal-looking skin without any retraction. A 
this type was reported by Cummins and Lever (Cu 
mins, L. J., and Lever, W. F.: Relapsing fi 
Nodular Nonsuppurative Panniculitis [Weber-Christ 


Disease], ARCH. Dermat. & SypH. 38:415-426 [Sept 


1938). 

The patient presented tonight had fever and 
for three days following the onset of the diseas 
has not yet had a recurrence of these symptoms. 
many of the cases reported, intervals between 
appearance of new lesions with accompanying system 
symptoms were over one year. 
was eight months ago, and it is probable that the pat 
will have relapses in the future. 


Recéntly I had an opportuni 


globular tumor 
situated subcutaneously and involving the face, breast 


The onset in 


~ 
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Pulmonary Tuberculosis. 


SC )( IE: 


Vulgaris; Tuberculosis Ulcerosa Orifi- 
s: Tuberculosis of the Larynx; Active 
Presented by Dr. 
SILVERBERG, 


1 man aged 44, is presented from the derma- 
of the New York Hospital. On routine 
na year and a half ago he was found to have 
Imonary tuberculosis, and since then the 
s repeatedly yielded tubercle bacilli. For the 
nths he has been hoarse. Three months ago 
s now present on the tongue and on the side 
cle veloped. 
dorsum of the tongue there are two plaques, 
hly 1 cm. in diameter, erythematous, infil- 
centrally ulcerated. On the right side of 
ere is a dull red irregular infiltrated plaque 
herent linear scale at the center. The scale 
site of removal of a previous biopsy speci 
e tissue is extremely friable. No apple jelly 
re seen on diascopic pressure. 
\fazzini test elicited a negative reaction. Biopsy 
sion on the neck revealed pronounced hyper- 
with irregularity of the rete pegs. Immedi- 
ith the dermis there was an intense inflamma- 
tion, in which there were epithelioid cells, 
lls and one small tubercle. There was also 
of subcuticular fibrosis. The diagnosis was 
sis of the skin. 
DISCUSSION 
Macrice J. Costerto: The patient is probably 
from advanced pulmonary tuberculosis, and 
little that can be done for him. Tuberculosis 
is and laryngeal tuberculous ulcerations almost 


bly are associated with advanced pulmonary 


RANK C. Combes: This patient presents a 
h as I have never seen before in a case ot 

sis. He has advanced pulmonary disease with 
involvement of his larynx and tongue. Only 
typical patch of lupus vulgaris has developed 
neck, apparently by autoinoculation. This is un- 
[ wonder if any one else has previously observed 
of events. It would be interesting to study 
ulin allergy in this patient. Usually in this 


here 1s a negative anergy. 


MABEL SILVERBERG: It has been suggested that 
ns on the tongue be treated with radium, be- 
ey bother the patient a great deal 

WILLIAM ABRAMOWITZ I suggest local 
ns of gauze saturated with hydrogen peroxide, 
same time sodium iodide by mouth. 

Maurice J. CosteEtto: I should certainly be 


about the administration of potassium iodide 
nts suffering with pulmonary tuberculosis. It is 
vn that this drug activates pulmonary tuber- 
isease. I think this man should be hospitalized, 
he has open tuberculosis and is a menace to 
I believe there is no hope of permanently clear- 
esions on the tongue unless his pulmonary dis- 
ontrolled. 

‘NK C. Compes: I agree with Dr. Costello. 

ethylaminobenzoate or lozenges containing 
ine might be given to relieve his pain. 


RANK Vero: I had the opportunity to watch 
with a similar condition on the tongue over a 
several years. Lactic acid was first used, 
lesions did not heal; electrocoagulation cleared 
‘though they recurred after two years. Another 
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patient with oral lesions was treated at the Polyclini 
Hospital, and the mouth healed after treatment by elec 
trocoagulation, but the patient died in a few months. 

Dr. Maser SILtverRBerRG: The patient has been hos 
pitalized. 


A Case for Diagnosis (Lymphoblastoma?). Pre- 
sented by Dr. ISADORE ROSEN. 

R. M., a woman aged 52, came to the Skin and 
Cancer Unit of the New York Post-Graduate Medical 
School and Hospital on Sept. 1, 1943, with a generalized 
eruption of three vears’ duration. The eruption began 
with dryness and cracking of the palms and gradually 
spread to the present extent. 

The patient presents universal erythema and thicken 
ing of the skin. The palms and soles are hyperkeratotic 
and yellowish. There are considerably enlarged lymph 
nodes in the axillas and in the inguinal and cervical 
regions. The hair of the scalp and the eyebrows are 
thinned. 

The urine was normal, and the Wassermann reaction 
of the blood was negative. The blood count showed 
3,780,000 erythrocytes and a hemoglobin content of 12 
Gm. per hundred cubic centimeters, or 72 per cent, with 
a color index of 0.97. There were slight anisocytosis 
and slight achromia. There were 10,950 leukocytes, 
with polymorphonuclear neutrophils 21 per cent, eosino- 
phils 3 per cent, monocytes 6 per cent, lymphocytes 
66 per cent and band forms 4 per cent. 

Two biopsies were reported as showing lympho 
blastoma. 


DISCUSSION 


Dr. Timotuy J. RrorpaAn: This is a good time, I 
think, to call attention to two things: First, as brought 
out by Dr. Wise, one needs time to make a diagnosis 
clinically. The second point is that the same obtains 
for a diagnosis from a histologic “examination. Often 
these early lesions suggest a lymphoblastoma histologi 
cally; but they only suggest it, and there is too much 
temptation to accept as a diagnosis what is only a 
suggestion in the microscopic picture. The point ts 
that there is no harm in delaying the diagnosis and 
repeating the biopsy. 
Dr. Frep 


nosis. I suggest hospitalization, to enable further 1 


The patient was presented for diag 


vestigations to be made, including sternal puncture, 
repeated blood counts and histologic examination of the 
skin and of an enlarged lymph node. Beside the various 
leukoses, the giant follicular lymphadenoma described 
by Symmers should also be borne in mind. 

Dr. E. AsrAMow!tTz: In connection with 
this subject, I heard an interesting story from an Army 
physician about a soldier who had had large lymph 
nodes in his neck, diagnosed as Hodgkins’ disease. He 
was treated at a well known hospital and recovered 
sufficiently to be inducted into the army. He took some 
mild mercurous chloride, and large cervical nodes and 
fever developed. While he was in the Army hospital 
waiting for the reaction to subside, he was given another 
dose of the drug and the same type of reaction recurred 

Dr. IsaporE Rosen: I will follow some of the sug 
gestions made, namely, sternal puncture and excision 
of one of the nodes for microscopic examination. 

Note.—Subsequent reports of these examinations re- 
vealed nothing significant. 


Lupus Erythematosus. Presented by Dr. MARGARET 
M. Kiumpp. 


J. D., a man aged 56, a shipbuilder, is presented from 
New York Hospital. Four years ago he noticed an 
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eruption on the right temple which then spread over 
most of the forehead, ears and lips, involving also the 
mucous membranes of the mouth. He had been exposed 
to sunlight because of his work. He was given many 
injections of gold and of bismuth preparations, without 
improvement. Roentgen and ultraviolet ray therapy 
caused the eruption to become worse. The patient 
drinks large quantities of alcoholic beverages. 

When the patient was first seen, in September, 1943, 
the aforementioned areas were covered with erythema- 
tous scaly lesions, with telangiectasia and atrophy. The 
labial and buccal mucosae show many erosions and 
erythematous areas. 

DISCUSSION 

Dr. IsaporRE Rosen: JI understand the patient is 
employed in a shipyard and is exposed to the sun 
every day. He has not been instructed to avoid this 
exposure. How can one expect to relieve a patient 
whose skin is photosensitive when he continues to ex- 
pose himself to sunlight? 

Dr. Harry C. SAunpers: I treated a 
patients with lupus erythematosus with gold salts four- 
teen or fifteen years ago, and I remember well that the 
patients who persisted in exposing themselves to sun- 
light responded poorly, or not at all, to treatment, and 
those who cooperated and kept away from the sun did 
much better. 


series of 


I have had an oppor- 
tunity recently of suggesting general measures for 
patients with lupus erythematosus. They were members 
of the New York Police Force, who are daily exposed 
to the sun for long periods of time. It was arranged 
that they should work indoors, but no improvement 
resulted. I think the sole influence of the sunlight in 
the fixed type of lupus erythematosus has been over- 
stressed. I also think that the influence of sunlight as 
the sole cause in precipitating the disease has been 
overemphasized. As to suggestions for therapy, super- 
ficial applications of solid carbon dioxide might help this 
patient, treating one small area at each sitting. 


Dr. Maurice J. CosTeLto: 


Dr. FRANK C. Combes: I should make every effort 
to keep this man out of the direct rays of the sun. 
However, I agree that not all patients with this disease 
are adversely affected by exposure. I recall many 
patients who improved with ultraviolet irradiation from 
a water-cooled quartz mercury vapor arc lamp and 
even with radium irradiation. Of course no patient 
receiving gold should be exposed excessively to the 
sun, as the heavy metal photosensitizes the skin. 

Dr. ISADORE RosEN: I am surprised at this discussion 
and the radical change in the ideas of some of the 
members as to the effect of sunlight on lupus erythema- 
tosus. I have seen several cases in which the fixed type 
developed into the acute fulminating form with fatal 
ending. 

Dr. E. AsBRAMOWITz: Montgomery has 
said that in a third of a series of 30 cases of acute 
disseminated lupus erythematosus, the disease started 
as a chronic localized discoid type (Proc. Staff Meet., 
Mayo Clin. 15:678 [Oct. 23] 1940). I am sure that 
many have seen patients with the discoid type of lupus 
erythematosus as well as persons who have had no 
previous cutaneous lesions of lupus erythematosus mani- 
fest an acute dissemination of the eruption after expo- 
sure to the sun. It is true, of course, that this might 
happen from other causes not connected with exposure 
to the sun. I think that this society should be careful 


in putting itself on record that exposure to the sun 
for patients with any type of lupus erythematosus is 


OF- DERMATOLOGY 


AND 


SYPHILOLOGY 


not harmful. Patients who are receiving gol 
other photosensitizing drug should be caution 
cially about exposure to the sun. Because som: 
with the discoid type of lupus erythematosus 
improve while avoiding the sun is no reason fo: 
that the sun may not be harmful to such per 
believe it is incorrect to apply the term “f 
chronic localized discoid lupus erythematosus, 
the term “fixed” as it is now used in dern 
designates recurrent exacerbations in situ with inter, 
of normal appearance in the affected areas. 

Dr. CHartes S. MILLER: I should hesitate t 
any patient with lupus erythematosus to the 
young woman was admitted to my service at 
General Hospital with a discoid lesion on t! 
she was exposed to ultraviolet irradiation 
light) therapy twice within one week, acquired 
eralized lupus erythematosus, was severely ill 
a fever for about seven weeks. 

Dr. Maurice J. CosteEtto: Certainly the 
speakers have misinterpreted my remarks. No 
person would suggest exposure to sunlight as t 
for lupus erythematosus. I was trying to n 
point that the cause of lupus erythematosus is / 
many other factors than photosensitivity and t 
light is seldom the sole cause. I think that 
Chargin’s idea too. In many patients dissemi 
develops in midwinter, when the ultraviolet 
negligible. The disease even occurs in full-b! 
Negroes, whose pigmentation should afford am; 


tection from the irritating effects of the sun’s rays. N 


one would say that the disease is never seen 
miners, who are not unduly exposed to sunlight 
go on record now as saying that a person wit! 


erythematosus should not be exposed to sunlight, bu 


as to the cause of lupus erythematosus, sunlight 
exposure to sunlight alone are not the primary) 
only cause. 

Dr. THomas N. GraHAm: During the past 
Dr. Eugene Traub, Dr. George Lewis an 
treated a number of patients with lupus erythematos 
for whom we used autogenous vaccines. Assur 
that lupus erythematosus is due to a streptococci 
we made cultures of the stool, sputum and n 
from the throat and treated the patient with va 


i 


prepared from organisms grown on culture which ga\ 


positive reactions to intradermal tests. In some 
in which there had been no response to inject 


bismuth or gold preparations we had good results wit 
In a number of cases we used ordinar 


this therapy. 


cold vaccine, which contains practically all the orga: 


isms which had previously grown on our cultures, 4! 
some of the therapeutic results were excellent. 1 
percentage of cures was not high, but some of t! 
sults were better than those accomplished wit! 
accepted gold or bismuth therapy. I suggest t! 
form of therapy be given a trial in this case. 

Dr. Frep Wise: This patient was presented 
therapeutic suggestions. Dr. Sulzberger has bee: 
small doses of mapharsen in treatment of re! 
eruptions. I saw 2 of his patients who show: 
siderable improvement from injections of ma 
but not complete resolution of the lesions. 


A Case for Diagnosis (Erythema Multiforme’ 
Dermatitis Medicamentosa, Possibly Cause¢ 
by Monomethylstilbestrol Palmitate?). 


sented by Dr. MABEL SILVERBERG. 
Mrs. M. D., aged 50, has been under treat: 


the thyroid-endocrine clinic of the New York Hes 


one 


aoa ona 


0 
ay 
c 
\ 


SOCIETY 


p menopausal syndrome since April 20, 1940. 
F 1940 to July 1943 she received various 
j rogens and several synthetic estrogens. From 
Sept. 16, 
y doses (2.5 mg. to 10.0 mg 

nomethylstilbestrol palmitate. On 
pruritic eruption consisting of 


1943 the patient took gradually in- 
of a synthetic 
intensely f 


ht | 


It leg. 


ovesicles developed on the rig 


papu 
Estrone suliate 


estrogen was discontinued. 

one week, and then all internal medication 

By September 27 discrete, ungrouped, 

is. macules and had 

the backs of the hands, arms and legs. Iris- 
ns were present on the buttocks. 


maculopapulovesicles 


DISCUSSION 


WitttaM ABRAMOWITZ: Reactions such as 
as others, have been reported from the 
ug. Most of them are local indurations at 
injection. It is natural to assume that the 
is due to the drug because it appeared fol- 
The patient gives a history, how- 
I think it 
mor¢ 


ingestion. 
similar eruption many years ago. 
lvisable to administer the drug once 


2 


srET M. Kiumpp: I saw this patient in 

clinic when she first came into the hos- 
she had large bullae. She had been in the 
ut a week before. She had been receiving the 
some time, without reactions. In the endo- 
it could not be decided whether it was a 


ir not. 


tion ¢ 


\MAneL SILVERBERG: The eruption at first con 
of bullae and then turned into a_ typical 

lesions of the iris 
oxidized to about 80 


ma multiforme, even with 
ty. Natural estrogens are 
the body, while the synthetic estrogens are 
to only about 40 per cent, and therefore, there 
re cumulative effect with the synthetic type. 
ts are shown by nausea, headaches and dizzi- 
hich occur more often with the synthetic prep- 
E. Shorr, F. H. Robinson and G. N. Papani- 
re among the first to report on this difference 
Kt natural and synthetic estrogens (J. A. M. A. 
$13:2312-2318 [Dec. 23] 1939). 


ow 


pies Postoperative Anophthalmos; Uveitis and 
Choroiditis of the Right Eye, Possibly Due 
o the Virus of Lymphogranuloma Venereum. 
nted by Dr. HELEN O. CurTH. 
white man aged 23, is presented from the 
Clinic. He has had no illnesses. 
frequent intercourse with prostitutes but says 
is not had gonorrhea or syphilis. He had 
in the inguinal areas about seven years ago, 


serious 


é@ time he had a genital sore which lasted 
@oout three days. Five weeks ago he suffered from 
Bear of the scrotum. 


iry 1939 first the left eye and one week later 


1 eye became inflamed, and the inflammation 
por In February 1940 operation on a sinus (sub- 
nD resection) was undertaken to relieve the in- 
f of the eyes. In January 1941 a diagnosis 
¢ tis of both eyes, posterior synechiae and 
£ ities was made. The retinas and disks 
c e seen. In July 1941 iridectomy was per- 
for: n both eyes. In August 1941 the diagnosis 
with hypopyon (left eye) of endogenous 
pris In September 1941, two days after cyclodia- 
Bher to the left eye, arthritis of the left ankle de- 
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was enucleated in October 1941. 
striking 


veloped. The left eye 
The highlight of the pathologic 
infiltration of the iris by polymorphonuclear leukocytes. 


report was 


The ciliary body, the lower portion of the choroid, 
the retina and optic nerve were infiltrated by lympho 
cytes. The episcleral vessels over the lower portion of 
the globe were surrounded by inflammatory cells. The 
retana was totally detached. The inflammatory reaction 
of me globe did not suggest sympathetic uveitis. No 
foreign body or foreign body reaction was seen 

Treatment of the remaining, diseased, (right) eye 
consisted of administration of sulfadiazine and typhoid 
vaccine, irrigation of the sinuses and administration of 
sodium salicylate orally and by iontophoresis. There 
Was some improvement of the choroiditis. After the 
clearing of the vitreous it was noted that there was 
perivascular sheathing of the arteries and veins through 
out the fundus. In August 1943 the right eye became 
painiul again and the patient was readmitted to the 
eye institute. 

When 
dime-sized 
both sides of 
he lesions had a dirty base. 


end of August 1943, he had two 
circumscribed deep ulcerations on 


seen at the 
sharply 

al hree ‘eks’ d 

the scrotum of about three weeks dura 
Repeated smears 


tion 
for Ducrey bacilli and three darkfield examinations 
failed to reveal their presence. Repeated tests for 


Ducrey bacilli elicited strongly positive reaction. Reac 
tions to four Frei tests with different human antigens 
Intradermal control tests with 
The inguinal lymph nodes 


were strongly positive. 
saline solution were negative. 
Results of a proctologic examina- 
tion were normal. The Kline and Wassermann 
tions were negative. The hemoglobin content, red blood 
cell and white blood cell counts, blood sugar content 
and roentgen examination of the chest were normal. 
The proteins were 7.4 mg. (albumin 5.3 mg. and globulin 
2.1 mg.). The temperature was normal. Tests with 
tuberculin in dilutions of 1: 100,000 and 1: 10,000 elicited 
negative reactions and a positive reaction in a dilution 
of 1: 1,000. 

An infection of the nail bed of the right big toe was 
found. The right eye showed an operative coloboma 
of the iris and recurrent uveitis with hypopyon. There 
Vision was reduced to the 


were not enlarged. 
reac 


was severe photophobia. 
perception of light. 

In view of the clinical picture, a diagnosis of chan- 
croids of the scrotum was made. With treatment with 
sulfathiazole, the lesions healed in six to ten days. The 
nail bed of the right big toe was incised. In view of 
the strongly positive Frei reactions and the statement 
ef the patient that vision had improved after the intra- 
dermal Frei tests, treatment of the infection of the eye 
with sulfathiazole orally and Frei antigen intravenously 
No chill or fever was noted to follow the 
After three days of this treat- 


was begun. 
intravenous injections. 
ment the vitreous was clearing noticeably and a large 
choroidal lesion was visible. The patient has by now 
taken sulfathiazole for five weeks (first 2 Gm., then 
1.5 Gm. daily), and has received eleven injections of 
Frei antigen intravenously. He can now see objects at 
3 feet (1 meter). 
DISCUSSION 

Dr. FRANK C. Compes: I agree that these ocular 
changes are probably due to the virus of lympho- 
granuloma venereum. However, there are three points 
ainst this interpretation, although none of them are 
first, the normal albumin-globulin 


ag 
ol 


great moment: 


ratio in the presence of an active lymphogranulomatous 
process; second, the negative response to intravenously 
injected Frei antigen: 


and, lastly, the length of time 
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which has elapsed since the original adenopathy. Has 
the dormant all. this while? I suggest a 
complement fixation test. 

Dr. Maurice J. COSTELLO: 
to sulfathiazole is in favor of the diagnosis. 


virus been 


The tavorable response 


Dr. Witt1aAM CurtH: We have published the report 
of another case with loss of vision due to the virus of 
lymphogranuloma venereum, in which the albumin- 
globulin ratio was also normal. 

Dr. HELEN O. I do not think the lack of 


febrile response to intravenous injections of Frei anti- 


CURTH 


gen speaks against the diagnosis of lymphogranuloma 
We several with this 
who did not respond with fever to intravenous 
injections of Frei antigen. A possible explanation in 
this case may be the fact that the patient has received 
hundreds of typhoid injections during the last few years. 
All treatments given by the ophthalmologists, as well 


venereum. have 


disease 


seen patients 


as Irrigations and operations on the sinuses, have failed 
to improve the process in the eye. The disease of the 
Accord- 
ing to the studies of Dr. Macnie, diseases of the uveal 
tract may be due to lymphogranuloma venereum. 


eye was considered to be of unknown cause. 


Defluvium Capillorum. 
GOODMAN. 


Mrs. H. D., aged 37, a white woman with one child. 
had a tooth extracted on May 4, 1943 under procaine 
hydrochloride anesthesia. Some three months later, in 
August 1943, she noted an extreme loss of hair, nor- 
mally profuse. At first the loss most noticeable 
over the top of the head, with a rim of hair at the 
forehead and practically all the hair retained at. the 
occiput between the ears. The hair was lost progres- 
sively until at the time of presentation she has prac- 


Presented by Dr. HERMAN 


Was 


tically no long hairs on the scalp except at the occiput 
between the ears. In effect, except for a fair number 
of short hairs, the appearance of the alopecia is close 
to that of the hippocratic type of loss of hair of the 
adult male. 


axillas is 


The hair of the eyebrows, eyelashes and 
retained, 
of the pubic region. 
retained. 


There may be some loss of hair 


The short hairs of the legs are 


Prior to the loss of hair, in August, the following 
observations were noted: in April, 1943, there was 
twitching of both eyes, which ceased on a visit to the 
country on July 5. On that day, however, she noted 
f the back of the 
possibly enlarged cervical or postcervical nodes. 


neck 
About 
July 15 she had pain in the region of the upper part 
of the spine and attacks of “indigestion.” 


local painful enlargements « 


The conditions observed on physical examination were 
essentially normal. 
Determinations of blood chemistry showed: salt, 429.3 


mg.; sugar, 106.0 mg., and urea nitrogen, 18.9 mg. 
The basal metabolic rate was + 1.2 per cent. Urinal- 


ysis showed occasional leukocytes. There was an ero- 
sion of the cervix. 

McCarthy, in “Diseases of the Hair,” citing Sabou- 
raud, expressed the opinion that this type of alopecia 
is extremely rare, as he encountered it only three times 
in thirty-five years of practice. 


Tinea Corporis, with Invasion of Lanugo Hair. 

Presented by Dr. Grorce M. Lewis. 

E. G., a white boy aged 5 years, is presented from 
the New York Hospital. were first noticed 
responded to the 
At the time 


Lesions 


a month ago, and they have not 
persistent use of various drugs locally. 


DERMATOLOGY 
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of presentation, after a month's treatment, is 
erythematous lesions are seen on the arms, 
trunk. Culture revealed Microsporum lanos 
fluorescence test revealed involvement of mat 
hairs within the areas of infection. 
Dermatitis Venenata Due to Tannins. 

by Dr: Georce M. Lewis. 

L. G., a white man aged 30, a chemist by 
vas seen at the New York Hospital after his 
from the United States Army as a result oi 


tion. The patient was observed by Captain H. | 
M. C., A. U. S., who received the following } 
In the winter of 1942, while serving with t \r 


of the United States the patient acquired a1 
ot the hands and body. The 
dermatitis was made, but the agent was not det 
He was treated with tannic acid compresses, 

sulted in a severe exacerbation and progressi 
Patch tests with tannic acid eli 

down to 25 


diagnosis of 


the lesions. 
reactions with dilutions a 0.2 
aqueous solution. He was advised to stay awa 
tannins and return to duty. Through the 
months he had many minor recurrences, and pate! 
were performed with other substances, with th 

ing results: ink, 4 plus: crushed nuts, 1 plus; resor 
negative; aniline, negative; metol, 3 plus; pyrogal 
4 plus, and phenol, negative. These tests sugges 
sensitivity only to a certain radical grouping 
tannic acid-gallic acid compounds. The patient } 

to eliminate all foods containing tannins from his 
but occasionally he exhibits minor exacerbations 

At present these aré 


tive 


fingers, arms and _ back. 


little activity. 


NEW YORK DERMATOLOGICAL SOCIETY 
M.D., President 


A. BENSON CANNON, 


GeorcE C. AnprREws, M.D., Secreta 


Oct. 26, 1943 


Pachyonychia Congenita. Presented by Dr. | 


C. ANDREWS. 

Y. S..a man aged 25, of Turkish origin, was r 
referred to me by Dr. Udo Wile. The patient 
nails and toe nails 


disfigurement of the finger 


birth. The nails loosen and fall off if injure 
way. There is no history of any eruption 
parts of the body. No members of his famil; 


similar condition. 


Examination showed great thickening of 
nails and toe nails, which increased toward 
borders. There was no 


leukokeratosis of the tong 
or follicular keratosis on the skin, and! 
bullae were seen on the feet. The teeth wer 
Scrapings from the nails showed no fungi. 1 
logic reaction of the blood for syphilis was negatis 
Dr. Wile’s clinic, the basal metabolic rate 
determined, and the patient had been given thy! 
extract for four months without any change 1 
condition. 


glabrous 


DISCUSSION 


Dr. Howard Fox: I have presented 2 pat 
fore this society with this rare disease. My patie 
showed other changes, such as leukoplakia a1 
lesions, which were not present in Dr. Andrews 
I cannot conceive of help from any treatment 
removal of the nails. 
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Vascular Nevi. Presented by Dr. Eucene F. TRave. 
a girl aged 14 months, has lesions which, 


to the mother’s statement, have been present 


or shortly thereafter. 
eest nevus is on the left side of the chest and 
about 4 inches (10 cm.) in length and about 
6.4 cm.) in breadth. The outlines of this 


at once suggesting an artificially 
1 The mother maintains, however, 
as not been given and states that this is the 


ape of the nevus. The varying shades are 


: 
ie 
ects 
O 


king. the outer zone being of a bluish slate 


ccasional areas where reddish streaks appear 


center is more purplish red. The entire area 
stippled with what appears to be reticular 
there seems to be a rather decided loss ot 


beutaneous tissue in the area. 


r vascular lesions are less striking in appear- 
t the majority of them also show the same sort 


i ted stippling with what appears to be atrophy. 
i re numerous lesions, most of them scattered on 
t ide of the body and extending down the left 
3 iding the left hand. The process is not, how- 
Bey tly unilateral, as there are a few vascular 
Binasses on the right side of the body. The lesion on 
ind conforms in all respects to the type 
| as nevus flammeus. Most of the other lesions 
sed vascular nevi and fit in more with the picture 
so-called angiomas. The lesion on the chest is 
aun and does not conform to any type of vascular 
that I have ever seen before or read about in the 
DISCUSSION 


FraNK C. Combes: I think these are all vascular 

nd the variations in color may be explained by 

the depth of vessel involvement. In some areas there 

tasia of the deep venous plexuses. I do not know 

it to suggest in the way of treatment. Some of the 

B lesions may resolve spontaneously. It is a most exten- 
1 unusual case. 


Howarp Fox: I agree with Dr. Combes. At 
rst glance, some of the lesions on the back looked 


nongolian spots, but from close examination | 

that they are all angiomatous lesions. 

Rk. H. Rurison: I have never seen lesions of 
t lor or distribution before. I agree with the 
gnosis and believe that the treatment should be 


rvalive. 


GrORGE C. ANDREWS: I was particularly inter- 
; this patient because I have a patient with 
lesions who was scheduled to come here today. 
are two points about these nevi which in my 
are most unusual. One is the rather uniform 
ng throughout the lesions. The combination of 
ue spots, about the size of a pinhead, and tiny 
: spots of similar size gives a stippled appearance. 
5’ t interested me most was the loss of subcutaneous 
; in the lesion about the neck. The subcutaneous 
; suc and fat are gone. In my own patient there is 
: nplete loss of subcutaneous tissue beneath the 
This is unusual in a patient with a vascular 


\. BeENson Cannon: I should like to ask if a 
; examination of the chest has been made to 
pcctermine whether or not there has been any involve- 
1 the larger blood vessels. 


IXUGENE F. Traus: This case was presented 
lore any investigation was done. Some sections 
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of skin should be taken to see what change is taking 
place in these lesions. As Dr. Andrews pointed out, 
the peculiar stippling, or reticulated atrophy as I called 
it—I do not know which ts the better descriptive term 
for it—is most striking. The peculiar play of color is 
interesting. It may be due, as Dr. Combes suggested 
to variations in depth of the lesions, but I believe it 
must have some other explanation, because one sees 
many vascular lesions of varying depth without this 
peculiar color. Also of interest is the lesion on the 
chest, which shows apparently a loss of fat and sub 
cutaneous tissue. Roentgenograms of the chest have 
not yet been made. I shall try to have some made. 

Dr. Howarp Fox: One occasionally sees extensive 
angiomas covered with hypertrophic keratoti 
lesions. I see no reason why the opposite change, 
namely atrophy, should not occur. At least, the appear 
ance of this eruption is most unusual. 

Dr. FRANK C. ComBEs In connection with Dr. 
\ndrews’ remarks, I wonder if there is actual atrophy 
# the interstitial tissue or whether there has ever been 
any interstitial tissue present. 


Dr. George C. ANpReEws: I was judging from my 
own case. The lesions were elevated and after a small 
treatment with radium the lesion has disappeared, with 
loss of tissue. I attributed this to a panniculitis, pos 
sibly resulting from thrombosis and causing loss of 
subcutaneous tissue in the area. 

Dr. EvuGene F. Travus: I, too, considered the possi 
bility that the changes taking place in the lesion on the 
chest, which appeared to be the oldest and most advanced, 
were caused by an attempt on the part of the patient's 
mother to bring about spontaneous involution, which 
is usually accompanied by atrophy and other degenera 
tive changes. A high percentage of vascular nevi do 
disappear spontaneously, most of them with ulceration, 
atrophy and scarring; but a fair percentage of them do 
not disappear unless treated, and these persist to adult 
life. 


Moniliasis; Avitaminosis. Presented by Dr. Georct 

C. ANDREWS. 

R. V., a 5 year old girl, has had an eruption of the 
face, scalp, mouth and thumbs for six months. The 
process has become much more intense in the past two 
months. Because of a sore mouth, the child does not 
eat as she should. 

Examination shows a malnourished, pale, white child 
The entire scalp is covered with thick, hard, grayish 
yellow crusts, which when removed reveal a granulat 
ing, freely bleeding base. The eruption on the scalp 
and nails was diagnosed as favus by several derma 
tologists prior to receipt of the reports on the cultures 
and microscopic changes. From two areas copious pus 
can be expressed. The lower lip is covered with thick 
cone-shaped crusts on erythematous bases. Similar 
lesions without crusts are seen on the shoulders and 
chest. The thumbs show paronychial redness and thick 
brown nails. The commissures of the mouth are 
fissured, and the mucous membrane is covered with a 
grayish white exudate. 

Sodium hydroxide preparations from the scales re- 
vealed many hyphal threads. Cultures of material from 
the mouth and of hair, nails and feces yielded Monilia 
albicans. 

DISCUSSION 

Dr. GeorcGeE M. Lewis: The lesions of the buccal 
mucosa and the perléche, together with the favus-like 
involvement of the scalp, are typical of the systemic 
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The prognosis should be reserved 
I do not believe 


type of moniliasis. 
with respect to the ultimate- outcome. 
there are any specific or satisfactory treatments for 
this disease, even considering the latest concepts of the 
importance of vitamin therapy. At times a patient will 
apparently spontaneously recover. 


Dermatitis Venenata Due to Quinacrine Hydro- 
chloride. Presented by Dr. Georce C. ANDREWS. 

J. I., a man aged 42, a chemist working with sulfa- 
thiazole and quinacrine hydrochloride, complains of a 
pruritic eruption on the face, hands, arms and feet of 
several months’ duration. The eruption became acute 
four weeks ago after a haircut. The patient had a 
similar eruption several years ago while working with 
benzene. 

Examination shows a poorly demarcated eruption of 
the face, neck and wrists and the dorsa of the hands 
and feet. The process on the face is most noticeable 
adjoining the hair line, where it is deep bluish red. 
The color does not disappear on compression. There 
is spotty brownish red pigmentation over the affected 
areas. 

Patch tests were made with sulfathiazole and chemi- 
cals used in the production of quinacrine hydrochloride. 
The results were positive with 1-diethylamino-4-amino- 
pentane, 1-diethylaminopentanone-4 acetone and quina- 
crine hydrochloride. On control subjects 1-diethylamino- 
4-aminopentane and 1-diethylaminopentanone-4 proved 
to be primary irritants. A patch test on the arm with 
the patient’s own hair elicited a positive reaction. 

Therapy has consisted of: (1) wearing a hat while at 
work; (2) washing the hair daily, and (3), since quina- 
crine hydrochloride is acid in reaction, using a basic 
protective cream. He has improved except for the back 
of his neck. 

DISCUSSION 

Dr. Georce M. Lewis: I have had no experience 
with this eruption, but I believe the diagnosis has been 
proved. 

Dr. R. H. Rutitson: Does quinacrine hydrochloride 
when taken internally ever cause an eruption? 

Dr. Georce C. ANDREWS: Yes, it does cause erup- 
tions when taken internally. The points about this 
case which interested me were the pigmentation, which 
resembles somewhat the pigmentation I have seen in 
fixed eruptions from quinine, and, secondly, the fact 
that this is connected with the hair. It became worse 
after a haircut, and it is always better after a shampoo. 
Of course it is not a fixed eruption. It is a dermatitis 
with pigmentation. There are thirty-five men working 
in this plant. All thirty-five have had eruptions, mostly 
vesicular. 

Dr. A. BENSON CANNON: I wonder if any one has 
considered the possibility that this is a case of metallic 
poisoning? I believe that Tuckerman, of the Mayo 
Clinic, showed a number of patients with dark macular 
pigmentation of the face which was due to mercury and 
lead. I had a patient with a similar eruption that was 
caused by use of a cosmetic preparation containing lead 
and mercury. 

Dr. Georce C. ANDREWS: The patient has not been 
exposed to silver, bismuth or mercury. The fact that 
he has been better since washing his hair every day and 
wearing a hat at work is significant. A patch test 


with the hair showed a strong reaction on the arm. 
The reaction to a patch test with quinacrine hydro- 
chloride itself was severe. 
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Pemphigus Vulgaris; Favorable Results of Trea: 
ment with Acetarsone. Presented by D: § 
Fox. 3 

L. G., a Jewish merchant aged 47, born 
was a patient of Dr. Morris Axelrod. He 

fairly hard life but appeared to be in good healt - s 

December 1941, when his physician said he ha 

stomatitis, not due to Vincent's organisms. 

about two weeks, and he was then well until 

1942, when an eruption appeared on his 

This was followed four months later by lesi 

involved the mouth, lips, chin, forearms, shi 

and soles. When I first saw the patient, t! 

consisted of discrete vesicobullae, mostly ari : 

normal skin; and from confluence of such lesions thee§@ 

were areas of denudation or of crusting. H 

about 10 pounds (4.5 Kg.) in weight in the 

months. 
The Wassermann reaction of the blood was nega: 

a blood count and urinalysis gave normal , 

Examination of the lesions in the mouth s 

Vincent’s organisms. A specimen of blood for th 

Macht test was decomposed in transit. 

Treatment has consisted of oral administ: 
acetarsone, according to the method of Oppenl 

to the present, he has taken 125 tablets without 

effects. Improvement began after 30 tablets 

taken and has been progressive up to the present 
has gained 15 pounds (6.8 Kg.), and his general 
is now greatly improved. At present there ar 
no active lesions, the lower portion of the rig! 
and the soles showing only crusts. The upper 
the right leg and the forearms now show bro\ 
mented areas at the sites of former bullae and 
The face and mouth are free of eruption. 


Favorable Results from 


Presented by 


Pemphigus Vulgaris; 
Treatment with Acetarsone. 
Howarp Fox. 

M. F., a 41 year old married Jewess, born 
United States, stated that the husband of her sister 
had died of pemphigus about twelve years ago. | 
illness was said to have been of short duration. 

About three and one-half years ago, the patient 
a severe stomatitis, Vincent’s organisms not being ! 
by her physician. It was followed six months later : 
an eruption on the vertex of the scalp which consis JP¥ 
of “pimples” which discharged and left raw ; 
finally becoming covered by crusts. She also has | 
rash under the breasts lasting a few weeks. 
outset, the patient was extremely nervous and sle 
and lost 20 pounds (9.1 Kg.) in weight, which sh 
gradually regained in the past two years. 

When I saw her for the first time, nearly tw 
ago, there was only one pea-sized red painful lesion 
the tongue. Since then she has had a few “sores 
the tongue, cheek or gums, which would appear eve! 
three or four weeks and last about two weeks 
eruption on the scalp, when seen for the first 
consisted of two coalescing areas of thick adhere 
crusts, measuring about 3% by 1% inches (9 by 4 I 

The blood count and the urine were normal lt 
Pels-Macht phytopharmacologic test on Jan 
was reported as indicating a 58 per cent tox 


the blood, the figure which is thought to 
pemphigus. 
Treatment with acetarsone by mouth, accoraing 3 


the method of Oppenheim, was begun in January 
and up to July 19, 1943, she had taken 190 tablets 
the beginning there were ill effects at times 


rent 


times there is a severe reaction to the drug. 
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which had to be temporarily reduced in 
stopped. On one occasion she complained of 
nausea and vomiting, flushing of the face, 


the nostrils and eyelids and dryness of 


improvement has resulted since the adminis- 
acetarsone was begun. At present the lesions 
ilp are almost healed. There are no lesions 


ibrous skin and only an occasional sore in the 
The patient feels and looks well and strong. 
The pat 


ISCUSSION OF CASES OF PEMPHIGUS 
R. H. Rutison: I think there has been an 
aging improvement shown in these 2 cases. 
Howarp Fox: The method of administration of 
was originally suggested by Dr. Oppenheim 
DerMAT. & Sypu. 47:40 [Jan.] 1943). The 
0.25 Gm., all tablets to be taken one-half hour 
breakiast. F the first three days, 1 tablet is 
aily, followed by a rest period of three days. 
next three days, 2 tablets are taken daily, 
by a rest of three days, and on the next day 
ts are taken, 3 on the second and 3 on the third 
This is the maximum dose. The procedure is 
until as a rule 70 tablets have been adminis- 
\fter a rest period, a further course of such 
ent can be given, the drug to be stopped or the 
vered when it is not well tolerated. 
GeorcE C. ANDREWS: I have used this treatment 
tly, not only for pemphigus but for other dis- 
ses, such as dermatitis herpetiformis. I have never 
d the doses as Dr. Fox described but have given 
tablets (0.25 Gm.) three times a day for ten days. 
he end of ten days if the patient tolerates the drug 
I continue it for another ten days. It is often 
tive. I have seen 1 patient with pemphigus cured 
One must be careful because scme- 
Sudden 
tbreaks of dermatitis, as in arsphenamine dermatitis, 
a and other symptoms may occur. However, I do 
t see that the divided doses are necessary. There 


etely by it. 


may be some reason for them, but it seems to me that 


1 patient tolerates the drug he is likely to tolerate it 

to a maximum dose. Some patients tolerate it like 

vater. Others have vomiting and diarrhea after taking 
2 tablets and are very sick from it. 

Dr. A. BENSon CANNON: The results have been so 
good in the treatment of the 2 cases of pemphigus 
iagnosis is impossible at this time. The patients 
not have any lesions characteristic of pemphigus, 
| both appear unusually well physically. I have used 

drug for a great many years in the treatment of a 
ety of dermatoses when I thought arsenic was 

ited because it has been less toxic than other 
ms of arsenic administered by mouth. Arsenic has 

ised in the treatment of pemphigus for a number 

rs, and it is still considered by some dermatolo- 

is the drug of choice. I have never thought that 

particular preparation has any advantage over any 
form of arsenic. 


Lymphocytoma of the Nose. Presented by Dr. 


RGE M. MacKeEe. 
1)., an Italian man aged 61, registered at the New 
Skin and Cancer Hospital on July 29, 1943, com- 
ng of lesions on the nose. They were slightly 


His general good health has been unaffected. 

> he had had pneumonia. 
pinhead-sized lesion appeared on the nose five 
igo. A second appeared a year later, and a third, 
ears later. The remaining growths developed 
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within the last two years. One lesion ruptured a yeat 
ago, with a serosanguinous exudation. 

On the tip of the nose are located six papulovesicles 
They are flesh colored with a faintly bluish tinge and 
vary in size from that of a pinhead to that of a split pea 
The larger papules are fused at the bases, exposing the 
rounded, smooth and nonscaly tops. 
and not tender. They are easily compressible with a 
diascopic glass and reveal a uniform faintly yellowish 
color. On puncture of a papulovesicle, a bloody fluid 
appears but the contour of the lesion is maintained 
There is a scar as a result of the removal of a biopsy 
specimen. 


‘hey are painless 


The Wassermann and Kahn reactions were negative 
and the urine was normal. The hemogram showed a 
relative lymphocytosis. There were 3,610,000 erythro 
cytes, 6,500 leukocytes (43 per cent polymorphonuclear 
neutrophils and 53 per cent lymphocytes) per cubs 
millimeter. 

From the histologic section examined by Dr. Charles 
F. Sims the diagnosis of lymphocytoma was made. The 
description was as follows: The epidermis was some 
what thinned. 
papillary bodies were for the most part absent. This 


The rete pegs and their corresponding 


was most conspicuous in that portion of the section 
overlying a fairly well circumscribed oval cellular in 
filtration, of which there were two in the section 
Between this cellular mass and the epidermis was a 
narrow zone of connective tissue. The cellular mass 
extended from the subpapillary zone to about the middl 
of the corium. In one of the many serial sections that 
were made the cellular mass appeared to surround a 
follicle. In another section an epithelial cyst filled 
with horn and sebaceous material was noted. In further 
serial sections this cystic mass was shown to extend 
to the surface. The cells comprising the cellular mass 
were lymphocytes which varied somewhat in size, some 
presenting pyknotic nuclei whereas others revealed a 
distinct intranuclear network of chromatin and one o1 
two nucleoli. The cytoplasm of most of these cells was 
indistinct. In some of the serial sections an occasional 
giant cell was noted. Scattered throughout the cellular 
mass were a few capillaries. Surrounding the entire 
mass, the connective tissue appeared denser than the 
rest of the corium. Some _ basophilic degeneration 
could be noted in the upper part of the corium. No 
germinal centers were seen. 
DISCUSSION 

Dr. Eucene F. Traus: The lesion at the site of 
removal of the biopsy specimen appears to have been 
destroyed thoroughly; hence the depth of the process 
cannot be great. Irradiation alone (roentgen rays or 
radium) may cure the rest of the growth, but should it 
fail electrodesiccation or electrodesiccation combined 
with irradiation will certainly destroy the lesions, with 
a good cosmetic result. 

Dr. Georce C. ANpREWwsS: My colleagues and | 
treated at least 2 patients with solitary lymphocytoma 
at the Vanderbilt Clinic with roentgen rays, and they 
responded well to filtered rays in semi-intensive doses 
(4% erythema dose). I suggest the use of roentgen rays, 
presuming that this is a solitary lymphocytoma, which 
it may be. However, the blood count shows an eleva- 
tion of lymphocytes (53 per cent). That is rather high, 
and there is a possibility that this 1s early lymphatic 
leukemia. That should be kept in mind and the case 
followed for a period. More blood counts should be 
done before it is concluded that this is a solitary 
lymphocytoma. 
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Neural Leprosy (Maculoanesthetic Type): Dem- 
onstration of Histamine Test. Presented by 
Dr. Howarp Fox. 

Mrs. B. E., a white woman aged 40, was born in 
the United States, but she lived in the Philippine 
Islands, where her husband was in business, for five 
years beginning in March 1936. The following year 
was spent in Hawaii. Since then she has been in the 
United States. While in Manila, she suffered from a 
swelling of the right foot, which prevented her from 
wearing shoes but which partly subsided when the leg 
was elevated. The swelling disappeared when she left 
the Philippines, and since then she has suffered from 
pain and great tenderness in the right great toe and the 
inner border of the adjacent toe (distribution of the 
anterior tibial nerve). 

\bout a year ago she suffered from “sores” on the 
left arm, which did not heal for eight months. They 
were in the center of a circinate lesion of the size of a 
silver dollar. About six months ago the circinate 
lesion began to spread, and at present it involves the 
lower two thirds of the outer aspect of the left arm. 
Other ringed lesions have appeared lately, many in the 
last two weeks. They vary from the size of a pea to 
that of a large coin and are irregularly scattered over 
the forearms, lower part of the back, breast, abdomen 
and knees. They have narrow, salmon-colored borders 
and flesh-colored centers. The central parts of the 
rings show absence of sensations of temperature, pain 
and touch. There are no sensory or other changes in 
the hands and no appreciable enlargement of the super- 
ficial nerves, characteristic of leprosy. The patient is 
in good general health. 

A satisfactory demonstration of the histamine test 
was made, 0.05 cc. of a solution of histamine phosphate 
being injected intradermally into both normal skin and 
anesthetic areas. In normal skin a wheal surrounded 
by erythema (normal reaction) was produced, whereas 
in the anesthetic areas the wheal without a surrounding 
erythema appeared. 

DISCUSSION 

Dr. J. GARDNER Hopkins: The histamine test is 
new to me. 

Dr. Howarp Fox: The article by Pardo-Castello 
and Tiant recently appeared in print (ArcH. DERMAT. 
& SypuH. 47:826 [June] 1943). 

Dr. J. GARDNER Hopkins: The absence of the flare 
is what one might expect in this disease, because the 
flare about the wheal is believed to be an axon reflex 
produced by a stimulus from the center of the wheal up 
and down the nerve to the peripheral vessels and not 
to direct action of the histamine. If the nerves are 
destroyed, this axon reflex does not take place, as 
demonstrated in this case. 

Dr. Maurice J. Costecto (by invitation) : The wheal 
reaction with the flare is the usual reaction in normal 
persons. The failure to produce the flare is charac- 
teristic of the anesthetic area in lesions of leprosy. 
Dr. Fox’s demonstration of this test impressed me. 

Dr. Howarp Fox: The reflex is absent in the areas 
where the sensory nerves are damaged. 


Lymphoblastoma (Mycosis Fungoides?). Presented 
by Dr. Eucene F. Travs. 

A. K., a Jewish man aged 56, was admitted to the 
New York Skin and Cancer Hospital with a provisional 
diagnosis of generalized dermatitis. On Aug. 25, 1943, 
he was hospitalized in the New York Post-Graduate 
Medical School and Hospital. Nine years ago the 


patient noted a pruritic dermatitis of the pret 5 F 
face of the right leg which slowly but. prog 1 
enlarged to the present size of 12 by 25 cm. | 
ago, the patient states, he had “athlete’s { 
aiter three months lesions broke out on the 

and hands. He was hospitalized for ten days 

County Hospital and improved moderately. 

well until April 1943, when an eruption dev 
the arms and feet. This rapidly became get 
and he was readmitted to Kings County Hi 


ten days. He received four roentgen treat: 


the feet and hands and was discharged as 
Twelve days after his return home the eruption: 


and he consulted a dermatologist. Since ther 


had repeated remissions and exacerbations. T| 
has had asthma, and a son of his suffers from | 
He has been taking an unknown medicine for t! 
for several months. 


The general physical examination revealed es 
normal conditions, with the exception of enlar 


guinal and epitrochlear lymph nodes and wheezi 
in both lungs. 


There was a bluish red, sharply circumscribed | A 
measuring 12 by 25 cm. on the pretibial surfa ft * 
right leg, composed of pea-sized papules whi % 
distinct at the periphery and lost their identity 
center of the plaque. The entire skin, except 
palms and soles, was diffusely involved with an erupt 
of erythematous, bluish, pinhead-sized to pea-siz ( 


papules which were covered with a fine powdery 
more pronounced on the extensor surfaces of tl 
and lower extremities. At various times during K 
stay in the hospital diffuse erythematous scaly papu < 
eruptions simulating pityriasis rosea appeared, dis ( 
appearing in about five to seven days. At other tin 
there appeared on the extensor surfaces of the leg { 
thighs, chest, face and scalp, deep subcutaneous nod 
which were well demarcated and not tender. 1 
varied in size from that of a walnut to that of a | 
egg. They disappeared spontaneously without 
any trace in from three to fourteen days. A specir 
for biopsy was taken from one of these nodules 
The patient has been treated with mentholated solut 
of aluminum acetate and generalized roentgen 
tion and since September 21 he has received gen 
roentgen irradiation (1% skin unit unfiltered), 
ot the body being treated every other day. Up t 
present time he has had five complete generalized 1 
ments. The eruption is at present definitely impr 
During the past month no more new cutaneous 


or nodules have appeared. The itching is almost ¢ 
and the plaque on the right leg is now 9 by 13 
size, 


A medical consultation on September 13 showed ! 
pathologic changes. Urologic consultation on Se 
tember 20 showed hypertrophy of the prostate. Trans 
urethral resection of the hypertrophic gland 
suggested. No foci of infection were found. Dent 
consultation on September 13 showed possible i H 
infection in the apex of one upper tooth. Examinati 
of the nose and throat revealed no foci of infection. 

Roentgen examination of the chest on August 
showed chronic bronchitis. Studies of the bone marr 
in September showed nothing abnormal in the num! 
and structure of the cells. Six urinalyses from August ] 
26 to September 30 revealed no abnormal amounts © J 
protein, sugar or acetone. In eight complete hemogra™> #hy 
from August 26 to October 11 the erythrocytes varie’ JRF 
from 4,500,000 to 3,440,000, leukocytes from &,!'") t 
5,050, neutrophils from 70 to 52 per cent, eosinophs 


| 
4 


2 per cent, lymphocytes from 30 to 19 per 
monocytes from 23 to 2 per cent. Chemical 
the blood on August 26 showed 14.5 mg. of 


if 


g. of nonprotein nitrogen, 48 mg. urea nitro- 
onprotein nitrogen, 90 mg. of dextrose and 
cholesterol per hundred cubic centimeters. 

- examination of a plaque of violaceous pea- 
les showed an acanthotic epidermis with a 
parakeratotic scale. The rete pegs were 


were occasionally fused. The prickle cells 
imerous perinuclear spaces as well as som 
ir edema. The granular layer was practically 
nt. The corium was filled with round cells 


by edematous collagen fibers and pools of 
of the blood vessels in the papillary 


igorged. The gentian violet (methylrosani- 


re el 
lid not reveal amyloid. Deeper sections 


exudate consisting largely of plasma cells. 


( 


= 


occasional fragmented nuclei and eosino- 


‘ collagen fibers showed a granular degenera- 
f agmentation, especially in the areas of the 
i <udate. There was more than a moderate 
q the papillary bodies, and there were small 
t; lema in the epidermis. The microscopic diag- 
Bnosis was lymphoblastoma. 

I gic examination of one of the transitory, firm, 
( te, subcutaneous nodules showed the following 
( s: The epidermis was slightly acanthotic. There 

s a slight amount of perivascular infiltration about 
the blood vessels in the upper part of the corium asso- 
Sciated with a slight amount of edema. The cellular 
fexudate was of the round cell type. The nodule in the 


deep fat section showed a pale-staining cellular exudate. 
exudate was diffuse as well as in nodules. This 


a ir exudate consisted of epithelial cells and round 
icclls. The microscopic diagnosis was lymphoblastoma. 
DISCUSSION 
F. Traus: The patient is presented 
q se of the peculiar syndrome and the _ histologic 
pci sis of lymphoblastoma which some of the lesions 
Balso suggest clinically. Does every one agree with this 
diagnosis 
| GeorceE C. ANDREWS: I could not see any evi- 
scence of lymphoblastoma in the slide made from the 
i) m the leg. Did Dr. Traub think that the slide 
4 lymphoblastoma ? 
UGENE F, Traus: The histologic diagnosis 
} de by Dr. Else Barthel and, I believe, concurred 
Bn by Dr. Wilbert Sachs. Sections were taken from 
the peculiar thickened and fixed eruption on the lower 
part ot the leg as well as from the peculiar evanescent 
I s and from various areas of skin. The patient 
istory of asthma and has had an eczematous 
type of eruption for years. It is a well known fact 
that the prefungoid eruption of mycosis fungoides is 


eczematous. 


Hereditary Hemorrhagic Telangiectasia. Presented 
FRANK C, CoMBEs. 


a man aged 75, gave a history of frequent 
Moscviceds, associated with the appearance of red 
= nd puncta on the face and oral mucosa about 
@ubcrty or shortly after. The nosebleeds have been 
part irly severe for the past twelve vears. 
‘xamination the patient shows hundreds of telan- 


peicctases over his face and his nasal and oral mucosae. 
a" on on his forehead pulsates. The patient's 
as a “bleeder.” 
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The physical examination revealed otherwise normal 
conditions; the spleen and liver were not enlarged 
There was a faint systolic murmur over the precordium 

Urinalysis gave normal results, and the Kahn reaction 
of the blood was negative. Cytologic examination of 
the blood showed a fairly severe secondary anemia, 
with a hemoglobin content of 58 per cent. The platelet 
count, coagulation time and fragility of erythrocytes 
Were normal, although the prothrombin time was only 
65 per cent (normal is over 70 per cent) 

DISCUSSION 

Dr. EvGene F. Traus: Severe forms of this disease 
are rare, whereas mild forms are encountered fairly 
frequently. This would be termed moderately sever: 
Dr. Charles Mallory Williams and I questioned all 
clinic patients with telangiectatic vessels, spider nevi 
and similar lesions as to a family history of such 
lesions and also questioned them about bleeding from 
the nose or elsewhere. In a short time we collected 
over 100 cases. Not all the patients, however, gave a 
similar history; some simply mentioned that other 
members of the family had telangiectatic spots, while 
others stated that telangiectatic spots were not present 
but nosebleeds, subcutaneous hemorrhages and_ other 
types of bleeding did occur. The severe forms, with 
dangerous internal hemorrhages, severe secondary 
anemia and many large telangiectatic vessels or an- 
giomas, are rare. The treatment of the local vessels 
by some destructive method, such as cautery puncture, 
will frequently stop much _ bleeding. 

Dr. Howarp Fox: Ever since Dr. Williams and 
Dr. Traub published their article about this disease, 
I have questioned my patients with a spider nevus as 
to a history of nosebleeds and have found few who 
had had them. 

Dr. Maurice J. Costetto (by invitation): I, too, 
have asked patients about a history of epistaxes, but 
my experience has been different from Dr. Fox’s in 
this regard. One may not get a history of nosebleeds 
for patients with spider nevi, but such a history will 
be obtained regarding other members of the family. 

Dr. Howarp Fox: I have also failed to get a family 
history of the disease, as a rule. 

Dr. EuGeNE F. Traus: One has to be rather careful 
in attempting to obtain a history in such cases, be 
cause if one just inquires whether other members of 
the family are similarly affected the answer is apt to be 
no. But if one inquires as to whether other members 
of the family have broken blood vessels or little vas- 
cular tumors on the skin or whether members of the 
family have bleeding from the nose, one can usually 
get a fairly straightforward history. 

Dr. Frank C. Combes: I agree; but the question in 
my mind is: What constitutes a sufficient number of 
such nevi to warrant a diagnosis of Osler’s disease? If 
one considers a few spider nevi and a history of familial 
epistaxis sufficient, then the disease is fairly common. 
I do not think this is true. Most patients with a mild 
form otf Osler’s disease have telangiectases under the 
tongue. [ have not observed this in persons who have 
spider nevi, but I have always encountered it in persons 
with Osler’s disease. This man has a severe type, be- 
ginning at puberty and getting progressively worse, 
although he still appears hale and hearty. 


Lymphatic Leukemia with Bullous Lesions. Pre- 
sented by Dr. Georce M. MacKeEe. 


J. B., a man aged 68, referred by Dr. Charles K. 
Good, registered at the New York Skin and Cancer 
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Hospital on Sept. ;. 1943, presenting lesions of five 
months’ duration. There were no subjective symptoms. 
He has had chronic progressive muscular atrophy of 
the right and left upper extremities for the past fifteen 
and eight years, respectively. He was treated for leu- 
kemia by a private physician for four months just prior 
to his admission to the clinic. The diagnosis apparently 
was made on the clinical finding of generalized enlarge- 
ment of lymph nodes, as laboratory examinations were 
not made. He was treated with eleven intravenous 
injections of some unidentified substance and with a 
total of thirty-three roentgen treatments, which were 
given to various affected lymph nodes of the body 
every other day. The lymph nodes responded readily 
to the irradiation. Bullae appeared first on both feet 
and then gradually on the arms and the head. These 
bullae would stay for about four weeks and would then 
dry up. 

On the day of his admission to the hospital the pa- 
tient had generalized pea-sized to bean-sized bullae 
with fairly firm walls. They were distended and con- 
tained clear fluid. 

On October 18, the patient presented symmetric, 
crusted and vesicular lesions with inflammatory bases, 
mostly on the extensor surfaces and sides of the upper 
and lower extremities. The trunk was comparatively 
free of lesions except for a few on the back. The 
buccal mucosa was not affected. Both ankles were 
edematous. The lymph nodes in the groins and axillas 
were not appreciably enlarged. The liver was enlarged 
to the level of the umbilicus. The spleen was not 
palpable. 

The Wassermann and Kahn reactions were negative, 
and the urine was normal. The hemogram showed 63 
per cent hemoglobin, 3,570,000 erythrocytes and 64,000 
leukocytes per cubic millimeter. The differential count 
was normal except for 7 per cent eosinophils and 10 per 
cent monocytes. The platelet count was 160,000. The 
bleeding and coagulation times were normal. Examina- 
tion of the content of a bulla showed clear fluid but 
no cells. 

Two sections, one from a bullous and the other from 
a nonbullous lesion, were examined by Dr. Charles F. 
Sims and diagnosed as lymphatic leukemia with bullous 
lesions. The description was as follows: The epidermis 
revealed at many points spongiosis and vesicle forma- 
tion. At one point there was a large subepidermic 
bulla filled with a pink-staining substance and a few 
scattered cells. The basal margin was pigmented 
throughout. Throughout the upper, middle and deep 
portions of the corium and extending into the fat septums 
was a diffuse cellular infiltration composed for the 
most part of cells about the size of an ordinary lympho- 
cyte. In addition, there were numerous small round 
cells, wandering connective tissue cells and some poly- 
morphonuclear neutrophils. The vessels were dilated 
and congested. Fragmentation of the collagenous 
framework was present to a pronounced degree in the 
upper part of the corium. Interstitial and parenchy- 
matous edema of the collagen bundles in the upper, 
middle and deep parts of the corium were noted. 

DISCUSSION 

Dr. J. GARDNER Hopkins: These almost varicelli- 
form lesions which the patient showed and the bullous 
lesions are, I am sure, described in lymphatic leukemia. 
I recall 1 patient in the terminal stages of lymphatic 
leukemia for whom the diagnosis of varicella was en- 
tertained because the eruption was so characteristic. I 
think those lesions point to the diagnosis of lymphatic 


leukemia. 


DERMATOLOGY 


SYPHILOLCGGY 


AND 


Dr. Howarp Fox: I think this should bi 
a case of true leukemia cutis rather than a t 
festation of leukemia, the so-called leukemid 

Dr. Maurice J. CosTeLLo (by invitation 
with Dr. Fox. I think some of those lesions 
true leukemic infiltration of the skin. 

Dr. Eucene F. Traus: Dr. Fox has su 
point I was about to make, namely the questi 
these lesions are leukemids or whether they 
a bullous leukemia cutis. The members may 
case of the woman with many bullous lesions »; 
before this society. At least three or { 
lesions were excised and examined microscoy 
all showed a true leukemia of the skin. In that : 
the blood picture was that of a true leuken vit 
white cell count at various times above 
high percentage of lymphocytes, but in the ca 
MacKee’s patient the blood picture 
normal. It is possible, for this reason, that 
scopic picture might be different and not s! 
leukemia until such a time as actual changes 
blood have taken place. 


Was 


Tinea Barbae and Tinea Corporis Due to Mier. 
sporum Lanosum. Presented by Dr. G 
LewIs. 

L. L., a man aged 48, is presented from 
York Hospital. He first noticed a lesion on his ; 
three months ago, followed by a gradual 
other areas on the trunk and finally to th 
region. He states that his daughter «had 
lesion on her body. He had contact with a cat 
grocery where he works. 

On examination there were many 
pustules on the bearded region, together 
typical erythematous lesions with clearing 
the trunk. 

The filtered ultraviolet ray test revealed 
orescent hairs scattered over the bearded regi 
tures of the hairs revealed Microsporum lanosun 


small 


DISCUSSION 


Dr. J. GARDNER Hopkins: I do not recall 
seen before a M. lanosum infection of the beard 
it is probably rare. 


Dr. R. H. Ruvison: 
tion. 

Dr. Maurice J. CostELLo (by invitation): Sin 
epidemic of tinea capitis has been present in this 
there have been observed children with discoid s ‘ 
lesions on the skin which on examination 
Wood light have shown hairs that fluoresce. | t 
that Dr. Lewis showed a child with such lesions att 
Academy of Medicine a few weeks ago. I 
a similar child at the October meeting of th 
hattan Dermatologic Society. 

Dr. EucGene F. Travus: In this connection 
it interesting to mention that about four weeks 2g 
kitten was brought into the clinic, which ur I 
light appeared fairly normal. On examination u! | 
the Wood light, many infected hairs, especially 4 
the nose, were seen. The kitten was handl 
technician in the laboratory and by a membe! 
postgraduate student class. Since that tim 
nician who handled the kitten and one of th 
have acquired a microsporum infection on t 
the diagnosis of which has been substantiat: 


This was a beautiful demonst: 


scopically. 
Dr. Georce M. Lewis: One of the points 
to me in this case was the absence of invol\ 


4 


demonstrating, or at least suggesting, the 
mmunity of this part of his body in com- 
vith the known susceptibility of the child’s 
is infection. It 1s inconceivable that there 
an opportunity for his scalp to become 
Another point I should like to bring to the 
the society is that the Wood light is not 
nethod for ruling out a fungous infection 
led region, because the hairs infected with 

yton gypseum and with Trichophyton  pur- 
‘ not fluoresce, and they are much more com- 
tive organisms than M. lanosum. This its 
nstance of tinea barbae due to this species 


ive seen. 
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Nov. 9, 1943 
Psoriasis Limited to Palms and Soles. Presented 
\NKER K. JENSEN. 


a woman aged 43, has noticed hard “pimples” 
soles and scaling hard patches on the palms. 


neral physical condition is good. Discrete papu- 

sized lesions with coarse thick scales are 

on the soles. The lesions on the palms are less 

are not well defined. Fissures are present 

| these palmar and plantar lesions. There is 

ythema of the lesions. The Wassermann test 
a negative reaction. 


DISCUSSION 


H. P. Jacopson: I think this is a case of kerato- 

Climactericum. I did not see any features defi- 

characteristic of psoriasis. On the other hand, 

ppearance of the lesions, the age of the patient, the 

nt history and the associated symptoms are all sug- 
gestive of keratoderma climactericum. 


SAMUEL AyrEs Jr.: I am rather inclined to agree 
Dr. Jacobson that it is more suggestive to me of 
derma climactericum. I do not think psoriasis can 
itirely ruled out. The palmar lesions do not look 
soriasis but the ones on the feet do. The absence 
other psoriatic lesions would favor the diagnosis 

t keratoderma. 


. A, FLercHer I agree with Dr. Jacobson’s 
1S att remarks. Particularly is this true when the patch of 
t t dermatitis on the right side of her neck is con- 
cred. One might expect such a neurodermatitis along 
‘1 a climacteric syndrome more than with psoriasis. 


tus ANKER JENSEN: I discovered no other signs of 
Ss ag t imacteric in this case except the lesions of palms 
I les, 1f truly they are to be explained on that basis. 


A Case for Diagnosis (Contact Dermatitis? Pso- 


Tiasis?). Presented by Dr. A. HAL. 


M. X., a man aged 36, recently had been a garage 
but he was an aircraft worker at the time of 

ot this eruption. In December 1942, while 
working on model planes to be used in wind 
at the aircraft plant, an erythematosquamous 
veloped on the flexor-ulnar aspect of his right 
At that time he was working with duralumin, 
id and lacquer. He was told that he was 
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sensitive to zinc chromate primer and that he should 
quit the aircraft industry. It 1s not clear that he had 
any contact with zinc chromate primer at the time ot 
the appearance of the eruption. He quit aircrait work 
in January 1943, and within a tew weeks started work 
as a garage mechanic. In July I saw him for the first 
time. Then he showed scattered erythematosquamous 
plaques involving the hands and wrists. He was told 
to contact his employers’ insurance carrier, but he was 
not seen again until about two weeks ago, when he 
stopped work altogether. All aspects of his hands and 
wrists show discrete and confluent nummular eczema- 
tous plaques. Although they are still inflamed, the 
acuteness of the process has subsided somewhat during 
the past two weeks without treatment. The eruption 
appears to be worse than when seen last July. A biopsy 
preparation for the microscope is presented with the 
patient. Recent treatment has been boric acid com 
presses and cholesterolized calamine lotion. 
DISCUSSION 

Dr. Curis HALLorAN: The eruption began three or 
four years ago, at which time the patient was doing an 
entirely different kind of work than at present. Th 
lesions predominate on the hands and are coin shaped. 
I should classify this dermatitis as a nummular eczema. 


e 


Dr. H. P. Jacosson: I agree with the diagnosis ot 
nummular eczema. In addition to this, the patient 
appears to have a rather extensive contact dermatitis 
The history of the case appears to indicate that this 
contact dermatitis was caused by some topical applica- 
tions. 

Dr. SAMUEL Ayres Jr.: I think it is a contact 
dermatitis. Sometimes they take circinate forms. Pru 
ritus hiemalis on the shins not infrequently takes a 
circular form. This man did some work in an airplane 
factory. He did not take time off from work and 
soon went to work as an antomobile mechanic. He 
gets his hands covered with grease, then uses mechanics’ 
soap. It seems to me this combination is enough to 
keep the eruption stirred up. I think that if he quits 
work, lets his hands rest and uses bland applications 
he will improve. 

Dr. H. C. L. Linpsay: It looks like a neuroderma- 
titis to me. 

Dr. M. E. OsperMaAyER: I did not see the patient, 
but if nummular eczema (or exudative neurodermatitis, 
as I prefer to call it) is considered in diagnosis it 
should be realized that this is characterized by definite 
clinical signs by which it can be differentiated from 
other dermatoses. The lesions of exudative neuroderma- 
titis are never annular but present sharply dermarcated 
plaques of which the total surface is involved in the 
inflammatory process with no appreciable difference in 
intensity between center and border. No intact vesicles 
are ever seen on their surfaces; if vesicles are present, 
nummular eczema can be ruled out safely. Further- 
more, if it is assumed that the eruption was originally 
caused by hypersensitivity to zinc chromate, a positive 
reaction to a patch test with this substance may be 
expected. If by testing a strongly positive vesicular 
reaction is produced, this will practically eliminate the 
diagnosis of nummular eczema, as evidence of epidermal 
hypersensitivity is only exceptionally—if ever—encoun- 
tered in this disease. 

Dr. Netson Paut AnNpeERSON: I do not know what 
to call this eruption. Histologic examination favors the 


diagnosis of psoriasis. 


| 
ities 
P | 
Micro. 
j | 
| 
spr 
| 
; 
| | | 
| 
| 
I | 
im | | 
| | | 
| 
thir | 
monstt 
| 
| 
| | 
| 
| 


146 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 
Dr. L. F. X. Witnetm: I agree with Dr. Ayres’ Dr. H. C. L. Linpsay: I agree with the 
remarks; I think it is a contact eczema of industrial of lichen planus. The pitting of the nails 
origin. planus and syphilis may look much like tl 


Dr. A. FLretcHeR HaL_: One of the features of this psoriasis, too. Longitudinal ridging of fing: 
case which prompted me to present it is that brought lichen planus is rare. 


up by Dr. Ayres, the resemblance to contact dermatitis. Dr. A. FletcHerR Hatt: One wonders ii 
The appearance of the lesions is almost characteristic gen therapy to the nails had anything to do with : 
of the type of contact dermatitis observed from zinc present appearance. ‘ 
chromate, the anticorrosive which is used in the priming Dr. W. H. GoEcKERMAN: I have seen a { 
coat covering the surfaces of airplanes during manu- 
of persons with lichen planus of the nails, | 


facture. The fact that the patient worked in an air- 
plane factory when the first lesion appeared has led to 
the assumption that it was contact dermatitis from zinc 
chromate. The history states that he was sensitive to 
zinc chromate, but he was not in contact with this 
substance at the time of onset of the dermatitis. But of the nails exactly like this. As far as I ki 

even if he had acquired sensitivity by contact with other are the only 2 cases I have encountered 

chromates, which is possible, the long period of absence characteristic picture. I have not taken a s 
from that contact, regardless of whether or not the think changes of the nails of that sort are not « 


never seen anything akin to this produced by 
dition. 

Dr. SamMueLt Ayres Jr.: In going through 
I found a photograph from another case of lic! 


dermatitis was kept up by other external contacts, would 


have been sufficient for the dermatitis to lose its charac- Keloids (Unhealed). Presented by Dr. S: 
teristics. Many such eruptions are seen, and none of AYRES JR. 

them keep the characteristics of a zinc chromate derma- M. W., a woman aged 19, a stenographer, sust 
titis after the subjects is out of contact with that —_- 2h injury to the right arm sixteen years ag 
stance for a month or more. I cannot believe this Was age of 3 years. A thickened keloid formed 

due to one contact and kept up by other contacts. The years sine. For no apparent reason there devel 


microscopic picture strongly suggests psoriasis to me, 
but it is difficult to think of psoriasis limited to these 
areas with absolutely no signs elsewhere. 


fissure running its full length which has never 

It is located on the extensor aspect of the right 
above the elbow and is approximately 15 cm. long 
entire scar was removed surgically two years ago, | 
keloid tissue formed again and the unhealed medi 
fissure persisted. At the site of an appendectomy t 


years ago a similar keloid developed, and in this 


Lichen Planus Involving the Finger Nails. Pre- 
sented by Dr. SAMUEL AYRES JR. 

W. G., a man aged 40, presents deformities of all 
finger nails, except the second and third, which show 
peculiar and identical abnormalities. This deformity 
consists of a median longitudinal ridge which is some- 
what reddened and rather soft and appears to be con- 
tinuous with the skin at the base of the nail. This 
ridge appears to divide the harder nail substance on 
either side like a ship’s prow cleaving the water. The 
rest of the nail tissue shows longitudinal ridging and 
some loss of luster. Some of the nails show slight 
redness with a somewhat shiny appearance of the skin DISCUSSION 
at the base of the nails. The left fifth finger nail De. 1 teliewe this bes 
appears to be practically destroyed, with absence of  titis factitia. The lesions are keloidal. but in th 
cuticle at the base of the nail. Typical lesions of lichen o¢ each is a linear incision that has apparently 
planus are present in the buccal mucosa on each side produced by a knife or some other sharp instrun 
opposite the molars, where there is a white reticulated The incision in each of the keloids does not extend t 
appearance. There are several typical flat shiny vio- the tip of the scar tissue. The keloid of the elbow ! 
laceous papules on the glans and shaft of the penis and been present since the age of 3, but it did not 


has developed a median fissure which has _ persis 
The patient has had an undetermined amount of roen: 
gen treatment to both lesions without apparent benetit 
She eats erratically; she consumes a large quantity 
salt, eats almost no vegetables, eats some fruit a: 
drinks many coca-colas and considerable coffee. Sin 
the appendectomy two years ago she has been trout 
with nausea and vomiting at least once a day 


2 group of slightly hypertrophic violaceous papules on until after the keloid of the appendical scar develo; 
the medial aspect of the right ankle. The toe nails which was after puberty. 


do not appear to be affected. The scalp shows sebor- Dr. L. F. X. Wituetm: I thought the patient 
rheal scaling. The changes in the nails have been rather proud to exhibit the keloids. 

resent for two years. 
Dr. H. P. Jacopson: I am in accord with t 


The patient has had lichen planus at intervals for 
the past fourteen years. Previous treatment has con- 
sisted of six roentgen treatments to the finger nails chogenic factor present in this patient which is partia 
err months = and injections of mercury salicyl- responsible for the presented cutaneous lesions. | 
arsenate at intervals until two years ago. He has not believe that this accounts for the entire pict’ 
received intravenous injections of calcium and vitamins 
by mouth. He is sensitive to barbiturates. These drugs 


expressed, that the fissured lesions bisecting the kel 
are probably factitial. Undoubedly there is some 1» 


The patient stated that all her complaints and trout 
had their origin about two years ago after an appe! 


cause a bullous eruption to develop. He had rheumatic dectomy. Her periods are irregular and ‘scanty. § 
fever with chorea in 1926 and has had an appendectomy. 
Microscopic examination of scrapings from the feet quadrant. She has morning nausea and vomits at | 
reveal fungi. half the food she consumes daily. A feature W 
DISCUSSION mentioning which I observed while examining her 's 
Dr. ANKER JENSEN: I did not know that lichen circumcorneal injection. This young woman is certa!! 
planus could cause such a dystrophy of nails. not well. Probably she has some organic abdomin 
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she shows some evidence of avitaminosis. I 
is entitled to further physical examination. 
FLETCHER Hav: I think that the 
particularly interesting because of the beauti- 
in symbolism she has created by her factitial 
e has simulated a vulva on each keloid just 
I think her vomiting is 


factitial 


is one possibly can. 

1¢ basis. 
\NKER JENSEN: I believe this patient should 

chotherapy. 
SamueL Ayres Jr.: I am inclined to agree with 
stions as to the factitious features of 
it I am not altogether convinced that that is 
story. There is a disturbance in her psychic 

perhaps. The vomiting may be associated 
or there may be some adhesions following 


these 


ctomy which give rise to abdominal tender- 

and vomiting. She eats a peculiar diet, consisting 

much salt and almost no fruits or vegetables. | 

5 i diet of the Gerson type two weeks ago, with 

stricted salt, protein and carbohydrates and an abun- 
fruits and vegetables. 


ny Rothmund’s Syndrome. Presented by Dr. NELSON 
P \NDERSON. 
i man aged 56, is an Italian machinist. He 
sented because his case shows several of the 
ecessary for the diagnosis of Werner’s syn- 
] me or Rothmund’s syndrome. The criteria which 
r0, | present and well developed are premature graying 
premature baldness, scleropoikilodermatous 
us changes, endocrine stigmatization and a char- 
physical habitus. The only one lacking in this 
precocious cataracts. Other conditions which 
es occur, but which have not been discovered 


+ hoir 


yenetit ire absent, include evidence of disturbed calcium and 
tity rbohydrate metabolism (hypoglycemia, diabetes mel- 
it a tus), Osteoporosis, metastatic calcification, hypogonad- 
Sin mand trophic ulcers. This is apparently the fourth 


f this disease to be recognized in the United States 
the first to be presented before a dermatologic 


DISCUSSION 

HALLORAN: In this case I should make 

gnosis of pemphigus foliaceus. From time to time 

s in the literature a description of a disease the 

vhich has supposedly been unobserved before. 

ians know that occasionally any disease in 

stage may present unusual characteristics. 

renthusiasm over cases, with too early reporting- 

the more salient and diagnostic characteristics 

nanifest—occasionally results in reporting of 

It supposedly new disease, with resultant confusion in 

lature. In my opinion, this in time will prove 
ise of pemphigus foliaceus. 

MUEL Ayres Jr.: Dr. Anderson has the ad- 

ige ot the rest of us because he has made a special 

rtia Betudy of this disease. One or two points raised a ques- 

I pon in my mind. I understand the patient has had what 

icture. MB ePPears to be alopecia areata. He says that his hair 

i t vhite and came out in spots. Apparently it 

pen” MR 2mMe out and grew back in again. As for the rest of 

She Be picture, the acute dermatitis is of recent origin. 

lower MP patient said that his face was stretched and glossy 

felt tense all around his face and scalp before 


wort) Je present dermatitis. Could the whole picture pos- 
r is@ be a dermatomyositis? At the present time ‘he 
tainly eas weakness in his grasp, but a swelling of the 


peculiar cutaneous changes suggest the possi- 
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over a period of time muscular changes 
It is a most interesting case. 
ANDERSON: When I 
have the slightest idea of a 
realized that I did not know 
was, and I wanted to find out. I 
believe I have. About 1941, New 
York, published an article entitled “Werner's Syndrome” 
(Oppenheimer, B. S.: Am. J. M. Sc. 202-629 [Nov.] 
1941). I think this is a misnomer, because it was taken 
irom Werner's thesis which first 
eccurring in association with scleroderma. this 
article Dr. Oppenheimer presented 3 clinical pictures 
of 3 different men who had what he called Werner's 
These pictures are nearly identical with 
There are many 
The 
first is premature graying of the hair. Secondly, there 
is a loss of hair much like alopecia but ending with 
only a fringe of hair. Vitiligo is frequently present, as 
in my patient. Also in many instances there are oculat 
changes, especially cataracts. Finally, there are cuta 
Dr. Oppenheimer describes as 
scleropoikilodermatous. The condition of this 
skin changes rapidly. Tonight it is inflammatory. 
Sometimes it presents a reticulated atrophic wrinkling. 
Aside from this group of cases there is another group 
associated with gray hair, premature alopecia, bilateral 
Frohlich’s 


bility that 
may develop. 

Dr. NELSON PAUL 
the patient, I did not 
However, | 


first saw 


diagnosis. 
what the disease 
Oppenheimer, ot 


described cataracts 


syndrome. 
that of the man I presented tonight 


conditions which are similar in all these cases 


neous changes which 


man’s 


ocular changes, eighth nerve deafness and 


syndrome. I believe this man’s case falls in one or the 
other category. Biopsy certainly suggests certain poi- 
kilodermatous changes. There is nothing to suggest 
any pemphigoid changes. I believe, then, that one has 
here a definite syndrome, extremely rare, which involves 
I think the outlook for 
I am sure 


the whole ectodermal system. 
improvement in this case probably is poor. 
that if one would look at any of Oppenheimer’s pictures, 
one would note the striking resemblance to the patient 
whom I have presented. 

Familial Hereditary Pemphigus. Presented by Dr 

Paut D. Foster. 

B. M., a woman aged 42 (previously presented on 
April 13, 1943), presents violaceous, erythematous, con 
fluent papular patches, dime-sized to half-dollar-sized 
lesions with a circinate border, involving the upper part 
of the chest and the right shoulder. Much of it is dry 
and scaly. There is considerable local pruritus. Test: 
of the urine, determinations of the blood sugar, bloos 
count and gastric analysis all gave results within norma 
limits. The Wassermann test elicited a negative reac 
tion. A slide accompanies the report. Treatment ha 
included arsenous acid (asiatic) pills, fractional dose 
of roentgen rays and bismuth sodium paraaminophenyl 
arsonate (arseno-bismulak) (2 cc.) given weekly. 


DISCUSSION 

Dr. A. FretcHer HAtt: I suggest the diagnosis of 
lupus erythematosus. 

Dr. ANKER JENSEN: I agree with Dr. Hall. 

Dr... 
erythematosus. 

Dr. SAMUEL Ayres Jr.: I thought it was lupus 
erythematosus. Some lesions on the back of the neck 
show atrophic changes. I could not see that any of 
the lesions were vesicular. The patient said that they 
were definitely irritated by exposure to the sun. They 
are all on exposed areas. 


Linpsay: The lesions simulate lupus 
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Dr. Paut Foster: This patient was presented about 
three months ago with a diagnosis of lupus erythema- 
tosus, and at that time the consensus of this society 
was that the disease was a familial pemphigus. Dr. 
Couperus and I discussed the case with Dr. Obermayer, 
and the biopsy slide was studied at some length, and 
at that time he was thoroughly convinced that it was 
a case of familial hereditary pemphigus or possibly an 
instance of the Senear-Usher syndrome. She was given 
arsenous acid (asiatic) pills and bismuth sodium para- 
aminophenylarsonate (arseno-bismulak) by injection. In 
view of the fact that she seemed to be improving, this 
type of therapy was continued. Six weeks ago the 
eruption had completely disappeared. She went on a 
vacation to San Francisco, and tonight I saw the erup- 
tion for the first time in six weeks. I do not believe 
any one could make any other diagnosis than lupus 
erythematosus at the present time. The lesions are 
sharply marginated and show the usual follicular plugs 
and atrophy. The case was presented the second time 
at the request of the society. 


Multiple Epitheliomas Following Ingestion of 
Arsenic. Presented by Dr. A. FLercHer 


Kk. M. J., a woman aged 61, exhibited lesions and 
scars of former lesions in the left scapular region. 
One lesion is a round, doughnut-shaped plaque about 
1 cm. in diameter. The borders of this lesion are brown, 
firm and abruptly elevated, while the center is slightly 
depressed and has a firmly attached scale. Near this 
lesion is a large irregularly shaped lesion having an 
elevated, serpiginous, firm, brownish border. The center 
shows some healing. Below these are two irregular 
half-dollar-sized dull red squamous plaques which are 
more recent in appearance. These do not show elevated 
borders. The patient was taking antisyphilitic treatment 
in 1928 when the first lesion appeared on her back. A 
large lesion was excised at the White Memorial Hos- 
pital ten years ago, and seven years ago another lesion 
in the same area was treated with solid carbon dioxide. 
More lesions appeared nearby soon afterward. The 
only history of oral ingestion of arsenic is of “drops” 
taken during adolescence to make the skin clear and 
smooth. She states that she took the “drops” for only 
a short time. 

DISCUSSION 


Dr. NeEtson Paut ANpeERSON: I think this case is 
instructive as presenting a beautiful clinical example of 
multiple superficial epitheliomatosis with a _ definite 
arsenical background. It is observed that the patient 
has no lesions on the palms or soles. This, again, 
demonstrates that one can have these superficial epi- 
theliomatous lesions without arsenical keratoses. 

Dr. A. FLETCHER HALL: I realize this is not a 
particularly unusual case to be presented. I presented 
it because the patient’s only history of ingestion of 
arsenic by mouth is the taking of drops in her early 
teens. She was told these drops would make her skin 
clear and smooth. She says that she did not take more 
than a total of 2 teaspoons and that must have been 
forty-five years ago. Since then she has had treatment 
for syphilis by arsenicals given intravenously. I have 
not associated arsenical keratoses or arsenical epitheli- 
omas with arsenicals given intravenously but with 
arsenic taken by mouth. Was this possibly initiated by 
the arsenic she took forty-five years ago in a total 
dosage of 2 fluidrachms (7.5 cc.), or does the intra- 
venous treatment have anything to do with this sort of 
lesion? 


DERMATOLOGY 


AND SYPHILOLOGY 


A Case for Diagnosis (Acrodermatitis Continy, 
of Hallopeau?). Presented by Dr. Samu: 

Jr. 

C. C., a man aged 34, who has had a vesicu! 
tion every summer for five years (between 
1940), has an eruption limited to the hands 
All fingers and toes are involved and especi 
dorsal and lateral surfaces of the fingers and 
All of the nails are affected. These show a y 
thickening with dystrophy along the distal edg 
left index finger nail is practically destroyed 
charges a creamy pus. Chronic paronychial 
are present around all finger nails. The distal th; 
fourths of all finger nails show redness, scaling 
crusting. There are no interdigital lesions, 
there any lesions on the soles. The eruptior 
fingers and toes has been present for two years 
began on the fingers. The microscopic examinat 
scrapings from the fingers and toes and froi 
the finger nails failed to reveal fungi. Debris 
beneath the nails was planted on plain aga: 
broth, Rosenow’s brain broth and Sabouraud’s 1 
and the cultures yielded only Staphylococcus albus 
patient received elsewhere approximately fifty 1 
ray treatments; he took 50,000 U. S. P. units of vit 
min A daily for one month, and he has used sult 
thiazole locally and by mouth. All have been 
benefit. 

DISCUSSION 

Dr. Netson PAut ANDERSON: I do not belie, 
this is an acrodermatitis continua. The great ma 
of eruptions which are so classified affect only 
two nails at a time. When that disease has persist 
for any length of time, there occurs a peculiar atr 
with a shiny glazed appearance of the 
patient also presents small subepithelial pustular 
In this particular case all of the nails are involved 
my opinion this eruption belongs to a group of 
of a disease that has been described by Barbou 
Andrews and by MacKee. I believe that it is a pustu 
psoriasis involving the nails and that biopsy will 
stantiate such a diagnosis. I know that in most of t 
cases discussed in this country as instances of pustu! 
psoriasis the patients have presented lesions on 
palms and soles, but there is another group in w! 
the eruption involves only the digits. Technical! 
an acrodermatitis, but there is something mor: 
than just the simple acrodermatitis continua 
Hallopeau described. 


skin. 


Dr. SAMUEL AyREs Jr.: I appreciate Dr. Anderson: 
suggestion. I think pustular psoriasis is a real 
bility in this case. If the disease is proved to be pustu'a 
psoriasis, I anticipate that the patient will acquir 
deforming type of arthritis. In arthropathic psorias: 
changes occur around the nails similar to those exh! 
by this patient. 


A Case for Diagnosis (Herpes Simplex? Ery- 
thema Multiforme?). Presented by Dr. Pavt! 
FOSTER. 

P. M., a woman aged 27, has suffered from a tt 
current vesicular eruption on the extremities sinc 
was 13. The lesions began when menstruation beg@! 
Attacks begin about one week before menstruation 4 
recur about every second menstrual period. At prese™ 
there are small vesicles on the fingers, on the tops © 
the feet and on the lips. Scattered similar lesions 2° 
on the legs. Individual lesions vary from 1 to 5 mm 
in diameter. The blood count showed 8,560 leukocytt 
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throcytes and a hemoglobin content of 74 
he fasting blood sugar level was 88.2 mg. 
cubic centimeters. 
DISCUSSION 
rCHER Hatt: I say it should be classified 
simplex, although “simplex” is not par- 
ting. 
JENSEN: I believe that many patients 
a dermatitis during the menstrual period 
by autohemotherapy and estrogenic sub- 
have often considered the grouping of the 
tions specifically recurrent at menstruation. 
in's lesions should be included in such a group. 
\V. H. GoECKERMAN: She was pretty specific 
the cyclic appearances. I should classify the 
rythema multiforme, which probably includes 
ide of toxic manifestations. 
11s HALLORAN: From time to time eruptions 
that are not easy to classify. The individual 
emble erythema multiforme. I consider this 
erythema multiforme of unusual type. 
SamMUEL AyRES Jr.: I am rather inclined to 
Dr. Hall that the eruption may be an unusual 
rpes simplex. 
P. Jacosson: I wish to echo the sentiments 


essed by Dr. Jensen. The presenting eruption in 


a cutaneous manifestation of either a toxic 


metabolic disturbance. Whether it should be 


a herpes simplex or an erythema multiforme, 
tion for management of the case calls for 
study with a view to possibly discovering an 


systemic factor. 


PauL Foster: This patient has an eruption of 


that I have never seen before. The individual 


ns themselves look exactly like the primary lesions 


simplex. In this instance, however, they are 
and distributed over large areas of the body, 


arms, buttocks and legs. At the time these small 


siculopustular eruptions occur, she always has 
herpes simplex of the lips. This occurs every 
hs and starts one week before her menstrual 
She has had the eruption for the past fourteen 
nd no treatment has been of any value whatso- 


ever. It is my opinion that this is a form of dissemi 
nated herpes and that a certain amount of immunity to 
the infection develops. This immunity causes the erup- 
tion to skip every other menstrual period. Her treat- 
ment has included vaccination with smallpox vaccine, 
according to the method of Foster and Absher, on two 
different occasions. 


Linear Scleroderma. Presented by Dr. NeELson PAuL 

ANDERSON. 

D. M., a white girl aged 11, began to have an erup- 
tion about seven years ago; it progressed for about 
one year and then became stationary. The child is 
thin but healthy. When she was first seen, in July 
1941, there was a poorly defined scarred area present 
on the left side of the nose. It extended upward from 
the left naris to a point near the leit eye. It had bluish 
discoloration along the borders and a disfigurement of 
the naris due to the contracting of the scar tissue. An 
area of slight pigmentation and loss of hair was present 
on the left anterior part of the scalp. In May 1943 the 
picture had changed. The plaque on the left side of the 
nose was more ivory colored. In the areas of atrophy 
there are some dilated follicular orifices, which give the 
appearance of pigskin. A special examination of the 
nose in February 1943 revealed a deflected septum and 
a polypoid mass on the right side. Transillumination 
ot the sinuses showed a loss of part of the left nasal 
triangle. The tonsils are enlarged. 

The child has a mother, father and two sisters. None 
show similar defects. None have tuberculosis. There 
have been no previous cutaneous defects in the patient. 

A blood count in July 1941 showed: erythrocytes, 
3,900,000; leukocytes, 7,600; hemoglobin content, 81 per 
cent; neutrophils, 59 per cent; lymphocytes, 40 per cent, 
and eosinophils, 1 per cent. A blood count in February 
1943 showed 4,700,000 erythrocytes and 82 per cent 
hemoglobin. A Mantoux test elicited a negative reac- 
tion in July 1941. Kline and Wassermann reactions 
were negative in July 1941. A roentgen examination of 
the chest in August 1941 revealed nothing significant. 
Ultraviolet irradiation was given six years ago without 
benefit. Vitamin A has been used, together with 15 
drops of potassium iodide daily. 
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Book Reviews 


Vascular Responses in the Extremities of Manin ing of sound physiologic knowledge with cl 
Health and Disease. 3y David I. Abramson, _ perience. 
M.D. Price, $5. Pp. 412, with 59 illustrations. Finally, using the exact descriptions of the ya; 
Chicago. The University of Chicago Press, 1944. vascular disorders which have been develo; 
Dr. Abramson has written a monograph to present book, the author concludes with a section devoted 


in a single volume a synthesis of all the pertinent data the examination of the therapeutic measures gener; 


on the physiologic responses of blood vessels in the ¢mployed. His evaluation of these treatments is the; 
extremities. He has gathered together from widely 
scattered sources most of the important works dealing 
with the peripheral vascular system of the extremities 
and has reduced the contents of these works to their In general, the book contains much of inter 
persons working in the ever expanding field of per 


fore based on a fundamental understanding of t 
condition and must prove to be of great value t 
practitioner. 

common physiologic basis. 
eral vascular disease. It is of special interest 
it brings together that rare combination, exact 9! 
logic knowledge and clinical experience. 


The data presented are grouped under seven head- 
ings: (1) general anatomy and physiology of the cir- 
culation in the extremities; (2) methods applicable to 
the study of the peripheral circulation; (3) responses of 
the blood vessels to various physiologic conditions; (4) Essentials of Dermatology. By Norman 


responses to various pharmacologic agents; (5) abnor- M.D. Second edition. Price, 4.75. Pp. 478, 

malities in the circulation in systemic diseases; (6) 143 illustrations. Philadelphia: J. B. Lippin 

peripheral vascular diseases, and (7) therapeutic mea- Company, 1943. 

sures. In each of these categories, Dr. Abramson This book is a valuable addition to the dermatolo: 

strives to point out the fundamental physiologic pattern; — compendiums written for the use of the general pr 

that is, all of the data are reduced to a rational, func-  titioner and the medical student. The good 

tional explanation. paper, the easily readable print and the good illust 
In the first section of the book, Dr. Abramson pre- tions are of great advantage. 

sents a concise description of some of the accepted con- Considering that the cause of many cutaneous 


cepts of the anatomy and physiology of the peripheral eases is unknown, the author’s classification is as ¢ 
vascular- system, together with a discussion of the as any found in dermatologic textbooks. In this s 
nervous control of the blood vessels. Unfortunately, book he has compressed an enormous amount 
the vast scope of material which he attempts to cover  matologic knowledge. To differential diagnosis 
in these first few pages makes his discussion appear treatment of each disease of the skin much spac: 
superficial. However, he does lay down a _ sufficient been given. The largest chapter is that on 
background for the physiologic discussions later in the written in 44 pages. 

book. The discussion of the various methods available The reviewer believes that two criticisms ar 
for studying the peripheral circulation is most useful. mentioning and hopes that in the next edition thes 
The method of the venous occlusion plethysmograph fe corrected. The minor objection is to the in 
is described in great detail, sufficient in fact (as the ce of Greek and Latin words encountered on 
author points out) “that a beginner should encounter occasions: “lymphopathia venereum” instead of 


little difficulty in assembling the apparatus and evading req.” “verrucae vulgaris” instead of “vulgares, ; 
the various pitfalls associated with its use. derma pigmentosa” instead of “pigmentosum” ; 
In the sections dealing with the response of the vas- others. A major objection is to be made against * @ 


cular system to physical and to pharmacologic agents, recommendation of the author to use sulfonamid 
the author adds to the review of the vast literature pounds internally in treatment of dermatitis 
much from his own experience in the field. All of the fcrmis and pemphigus and in the form of ointments 
data are presented with the purpose of extending the pyodermic diseases. The use of these highly sensiti 
basic knowledge of the peripheral circulation which was drugs internally or in ointment form should _ be 
begun in the first section. couraged rather than encouraged for diseases for 
In the fifth and sixth sections, various clinical entities many other harmless drugs are available whic! 
are examined and the fundamental physiologic facts least as beneficial as the sulfonamide compounds 
presented in the earlier sections are drawn on to give In spite of these objections, this dermatologic 
rational explanations of the various diseases. It is this pendium can be recommended for the use of the genet 


section that is most original, for here there is a meet- practitioner. 
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MAPHARSEN* is meta- 


amino - para - hydroxy- 
phenyl arsine oxide 
hydrochloride (arsen- 
oxide), a modern arsen- 
ical which represents a 
significant advance in 


the therapy of syphilis. 


*Trade Mark Reg. U.S. Pot. Off. 


Parke, Lavis ¢ Company 
Dehotl 32 Michigan 
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ECZEMA 


AND THE COSMETIC FACTOR 


Identifying the causative agent in cases of eczema may be ex- 
tremely difficult. Many physicians have found it a wise precaution 
to safeguard their treatment regimen by prescribing Marcelle 
hypo-allergenic Cosmetics, since cosmetic allergens may be at 
fault. Known allergens have been removed or reduced to a mini- 
mum in the production of Marcelle hypo-allergenic Cosmetics. 


Physicians have been prescribing Marcelle hypo-allergenic Co-- 
metics for years as a routine measure in allergic and suspected 
allergic cases. The importance of the cosmetic facter is evidenced 
by the success which physicians have experienced through the 
recommendation of Marcelle hypo-allergenic Cosmetics. 
Marcelle hypo-allergenic Cosmetics have been accepted for adver- 
tising in publications of the American Medical Association for 
12 years. 

Write for professional samples and a formulary booklet specify- 
ing ingredients of Marcelle Cosmetics. 


MARCELLE COSMETICS, Inc. 


1741 North Western Ave., Chicago 47, Illinois 


HYPO-ALLERGENIC 


COSMETICS 
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@® wet dressings, for irrigation in eye, 
g 1g 1 Y 
@ ear. nose and throat infections, etc. 


For Surgical 


Zephiran Chloride is a germicide of high bactericidal and bacterio- 
static potency. In proper dilutions it is nonirritating and relatively 
nontoxic to tissue cells. 
Zephiran Chloride possesses detergent, keratolytic and emulsify- 
ing properties, which favor penetration of tissue surfaces, hence 
removing dirt, skin fats and desquamating skin. 
Zephiran Chloride is widely em- 
ployed for skin and mucous mem- Zephiran Chloride is available in 
brane antisepsis—for preoperative TINCTURE 1:1000 Tinted 
disinfection of skin, denuded skin 
TINCTURE 1:1000 Stainless 
AQUEOUS SOLUTION 1:1000 


and mucous membranes, for vagi- 
in 8 ounce and | gallon bottles. 


nal instillation and irrigation, for 
vesical and urethral irrigation, for 


Write for informative booklet 


WINTHROP CHEMICAL COMPANY, INC. 


Pharmaceuticals of merit for the physician 


3 
NEW YORK 13, N. Y. * WINDSOR, ONT. 
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When a PRIVILEG 
becomes a 


~~ PROBLEM 


\ woman’s privilege to enhance allergenic preparations—Almay | 


her beauty becomes a serious problem the Almay Raw Material Testing § 

when she is allergic to cosmetics. Clinical Testing Set, and Almay s 

ALMAY helps the physician solve this Formulas. Maintaining speci 

problem with its Hy po-Allergenic Lipstick, for research and service in this fi 

Rouge and Face Powder—and its Unscented actually works with the physician i: 

5 ) pny 

and Dye-Free Lipstick. oping fine cosmetics which the most: 

And when the physician meets the still bornly allergic individual can saf 

greater problem of the hyper-allergic—the Write for free copies of “Cosmetic § 

patient sensitive to even standard hypo- tivity” and “Cosmetic Formulary”. 

ALMAY.INC,, Sole Distributors Schieffelin & Co. « New York 3. 


Patients 


Wait. @@e@ offer them the opportunity to gain a new viewpoint on medical scienc 
and a finer appreciation of your services by reading HYGEIA. 

HYGEIA tells the story of medical service in a wholesome, common sens 
manner, true to the spirit of scientific medicine—yet in thoroughly readobk 
style and attractive format. 

Helping to lay firmer foundations of patient cooperation, combating th 
| flow of inaccurate health information from unreliable sources, exposing quackey 
| and “sure cures,” telling the fascinating story of medical progress in \9 
| language—HYGEIA can work silently, side by side 

with you, day in, day out. 

Make sure there is a copy of HYGEIA in your 
waiting room every month. Use the coupon below 
to order—TODAY! 


Gentlemen: Start sending HYGEIA to the address below at 
once. [ Bill me next month (OR) © I enclose $2.50 for 
one year’s subscription (OR) 0 I enclose $4.00 for two years’ 
subscription. : 
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Luzier Cosmetics and Allergy 


Women use cosmetics because they have developed a need 
for them: they are essential to modern standards of good- 
grooming and therefore contribute to a sense of well-being. 
Your patient’s appearance, viewed cosmetically, is a factor 
that deserves your consideration both during hospitalization 
and convalescence. Cosmetics cannot lift faces, but they cer- 
tainly perform wonders when it comes to lifting a woman’s spirits. Women 
have an instinctive desire to look pretty and to smell sweet. 


Since cosmetics are so universally used it is not to be wondered that 
they sometimes figure in the field of allergy. That is why when there is a 
history of allergy we suggest that patch tests be made with those of our 
products the subject is using or contemplates using. If they test positive, 
further testing with their constituents is indicated to determine the offending 
agents. These found, we frequently can modify our formulas to suit the 
subject’s requirements. The patch test is generally considered best for 
testing cosmetics because it most closely approximates the conditions under 
which they are normally used. 


While our products are free from so-called common cosmetic allergens, 
such as orris root and rice starch, we feel it should be made clear that 
any of their normally innocuous ingredients might be allergenic to the 
allergic individual. It is our practice to write our patrons a letter to this 
effect when a history of allergy is involved. 


It is our experience that many persons with allergic constitutions 
cannot tolerate scented cosmetics; therefore we routinely recommend and 
select unscented products when there is a history or suspicion of allergy. 
This practice is not to imply or suggest that the subject is sensitized to 
perfume; it is solely to safeguard against the possibility. 


In specific cases of allergy or suspected allergy, when the subject is 
using or contemplates using our products, we are pleased on his request to 
send her doctor the involved raw materials for patch testing, also such 
information concerning our products as may have a bearing on the case. 


Since in the light of present knowledge it is not possible, save in 
specific cases, to make non-allergenic cosmetics, we believe the cosmetic 
requirements of the allergic individual should be considered by her doctor 
in the light of the formulas and general characteristics of the products 
she is using or contemplates using. 


Luzier's, Inc., Makers of Fine Cosmetics & Perfumes 


KANSAS CITY, MISSOURI 
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For 
clean scalp.. 


ou HAVE undoubtedly told 

many of your patients that 
a Clean scalp is as important as 
clean hands...that a healthy 
scalp has much to do with a 
healthy skin, particularly the 
skin of the face. 

Perhaps you have recom- 
mended the use of Packers Tar 
Soap. Asa gentle, pleasant and 
dependable cleansing agent for 
the scalp and hair, Packers has 
won the approval of many 
dermatologists. 

Packers also offers the ad- 
vantage of economy. Shampoos 
with this famous cake soap 
average less than a penny— 
about one-fourth the cost of 
bottled shampoos. 


PACKERS TAR SOAP, INC. 


COLLOIDAL 
SKIN CLEANSER 


A special purpose product for 


use when the skin is sensitive, 
irritated or disturbed 


PERSONAL LUXURIES COMPANY 
55 West [6th St. New York II, N. Y. 


MYSTIC, CONNECTICUT 


SITUATION WANTED! 


Doctor! Haven’t you place in your office 
for an attractive, valuable assistant... a 
helper every physician needs? Thorough- 
ly grounded in scientific medicine, so can 
intelligently guide and inform your pa- 
tients on public health, personal hygiene, 
other everyday health problems. That 
means better cooperation and understand- 

ing for you from the layman! Years of | W 


reception room experience... and highly 


recommended for your office by your s 
American Medical Association. Will come 4 
in on 6 months’ trial basis for $1.00. ] 
Send today for... 


The Health Magazine 


6 Mo. Subscription 
$1.00 


AMERICAN MEDICAL ASSOCIATION 
535 North Dearborn Street Chicago 10, Illinois 
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A SOAPLESS DETERGENT 
IN CONVENIENT 
CAKE FORM 


LOWILA CAKE contains lauryl] sulfoacetate dilu- 
ted in bentonite. The pH approximates that of 
normal skin (pH 5.0 to 5.5)—it is free of all perfume. 


for a 
ve,  LOWILA CAKE is non-irritating, only mildly 
) defatting and of low sensitizing index; cleanses 
the skin as satisfactorily as soap—at a cost com- 
parable to that of soap. 
.Y. LOWILA CAKE is an excellent cleanser for gen- 
—— feral toilet use—including the bath and shaving. 
— 
| | f SUGGESTED as a SOAP SUBSTITUTE in all = 
| conditions due to or aggravated by the use of soap Lowila Supplies 
" and allied cleansers. Soft, Creamy Suds 
a 
h- 
in 
4 | Please Fill In, Clip, and Mail Coupon for Liberal Trial Supply 
at 
d- 
of WESTWOOD PHARMACAL CORP. 


| 4020 Main St., Buffalo 2, N. Y. 


Send Lowila Cake for Clinical Trial: 

| (PLEASE 
PRINT 

NAME 

AND ADDRESS) 
jon 
Pharmacal Corp. 
ois f 1020 MAIN ST., BUFFALO 2, N. Y. 
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Tests Confirm Benefits 


of Proper Skin Care 


ERMATOLOGISTS have long stressed the 
D importance of proper daily cleansing 
with mild soap and water as a basis for 
skin health and beauty. 

In Camay, we offer a fine toilet soap 
that fulfills the most rigid requirements 
for mildness. Repeated skin tests—patch 
tests, immersion tests, and other skin 
studies—have adequately demonstrated 
the mildness of Camay. 

With the help of dermatologists, we 
have developed the details of a proper 
skin-cleansing routine, called the ““Camay 
Mild-Soap Diet.” It is a twice-a-day rou- 
tine that insures regular, proper cleansing 
with a truly mild soap. 

This method and Camay have recently 
been subjected to careful clinical tests. 
Competent dermatologists studied the ef- 


fects on the skins of over 100 women who 
changed from their regular cleansing meth- 
ods to the Camay Mild-Soap Diet. This 
study showed that the Camay routine was 
beneficial to the skin in a very high per- 
centage of the cases—that Camay cleanses 
the skin gently, thoroughly, without irri- 
tation. 

If you are called upon to recommend a 
toilet soap for daily use, we believe that 
you may recommend Camay with confi- 
dence. For, in addition to its outstandmg 
mildness, it lathers richly and has a deli- 
cate fragrance particularly appealing to 
women. 

Samples of Camay are available for per- 
sonal or office use and observation. Address 
your request to Procter and Gamble, 
Cincinnati, Ohio. 


CAMAY 


A product of Procter and Gamble 
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